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Nutritional adjuvants and supplements 


The extension of the usefulness of vitamins, 
bevond the specific deficiencies which they 
eure and prevent, is a therapeutic phenom. 
enon of the past decade. Those who specialize 
in nutritional disease have frequently empha- 
sized to physicians the doctrine that every 
cell in the body needs every vitamin all of 


the time. Today, fortunately, physicians are 
increasingly realizing the importance of the 
nutritional phase of medicine. Lederle has 
been pre-eminent in the vitamin field for 
many years. Its list of vitamin products 
includes combinations and single vitamins 
adequate for every clinical need. 
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A Sanitarium for Rest under Medical Supervision, and Treatment of Nervous 
and Mental Diseases, Alcoholism and Drug Addiction. 


‘The Pinebluff Sanitarium is situated in the sandhills of North Carolina in a 60-acre rk 
of long leaf pines. It is located on U. S$, Route 1, six miles south of Pinehurst and Southern 
Pines. This section is unexcelled for its healthful climate. 

P Ample facilities are afforded for recreational and occupational therapy, particularly out- 
of-doors. 

Special stress is laid on psychotherapy. An effort is made to help the patient arrive at 
an understanding of his life problems; and by adjustment to his personality difficulties or 
modification of personality traits to effect a cure or improvement in the disease. Two resident 
physicians and a limited number of patients afford individual treatment in each case. 


For further information write: 


The Pinebluff Sanitarium, Pinebluff, N. C. 
Malcolm D. Kemp, M.D. Medical Director 


Scoti 


Oxygen Therapy 
Unit 


The NEW automatic apparatus 
for the therapeutic administra- 
tion of Oxygen in the office, 
hospital or home, based on the 
“DEMAND FLOW”’* principle. 

Optional uses include aerosol 
administration of penicillin and 
other drugs. 

SAFE ... EFFICIENT... 

ECONOMICAL TO USE 


* Flows on inspiration only 
For further details consult any of our representatives 


WINCHESTER 


Winchester Surgical Supply Co. Winchester-Ritch Surgical Co. 
119 East 7th Street Charlotte, N.C. ' 111 North Greene Street Greensboro, N.C. 
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BROAD STREET 


“Exclusively for Alcoholism” 


STAPLES MILL ROAD 


W Broad St. Road, 


RECREATION CENTER 


TINY TOWN 


1$ LOCATED APPROXIMATELY 
54% MILES WEST OF THE 
CITY LIMITS ~/N A QUIET 
AND BEAUTIFUL SECTION 
OF THE CITY. 


LOMBARDY ST. 

U.S.HIGHWAY NO.1 
TRAFFIC TO AND 
FROM THE NORTH 


VIRGINIA. 


BROAD 
STREET 


1ON 


TO NORFOLK & Wil L/AMSBURG 


CAPITOL 
SQUARE 


th 
Masi 


LEE BRIDGE 
| U.S.HIGHWAY NO.1 
ANO 


(AMERICAN 
TOBACCO OD. 


BROAD STREET SANITARIUM 


“Specializing in the treatment of alcoholism by the conditioned reflex aversion method” 


CHARLES G. YOUNG, M.D. 
Medical Director 


VIRGIL JOHNSTON 
Managing Director 


5 miles west of city limits on 
Broad St. Road Tele. 6-1556 Richmond, Va. 
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MEAT... 


Jn the Rational Weight Keduction Program 


One dictum is universally recognized in the planning of 
reducing diets: the basic requirements of good nutrition 
remain unaltered, and adequate amounts of high-quality 
protein are the cardinal factor in the successful dietary 
management of overweight. 

Protein allowance in such a program is stated to be 
not less than 1.5 to 1.7 Gm. per Kg. of ideal body weight. 
A further advantage of the diet high in protein and low in 
fat and carbohydrate is its greater simplicity; the tedious 
calculation of calories may be omitted without impairing 
the efficacy of the program.’ 

It is therefore recommended that lean meat be given 
a dominant role in reducing diets.’ 

The protein content of meat is notably high. Regardless 
of cut or kind, meat provides biologically complete protein 
able to satisfy the multiple amino acid needs of the body. 

Lean meat, particularly, is of excellent digestibility, 
Its outstanding satiety value assures patient cooperation, a 
vital factor in the success of any weight reducing program. 


' McLester, J. S.: Nutrition and Diet in Health and Disease, ed. 
4, Philadelphia and London, W. B. Saunders Company, 1943. 


2 Kunde, M. M.: The Role of Hormones in the Treatment of 
Obesity, Ann. Int. Med. 28:971 (May) 1948. 


The Seal of Acceptance denotes that the nutri- " 
tional statements made in this advertisement 
are acceptable to the Council on Foods and # 
Nutrition of the American Medical Association. “#1 8" 


American Meat Institute 
Main Office, Chicago...Members Throughout the United States 


IV 
| 
| 


March, 1949 ADVERTISEMENTS 


[, a recent coast-to-coast 
test, hundreds of men and 
women smoked Camels—and 
only Camels—for 30 consecu- 
tive days. These people’ 
smoked on the average of one 
to two packages of Camels a 
day during the entire test pe- 
riod. Each week, throat spe- 
cialists examined these Camel 
smokers. A total of 2,470 care- 
ful examinations were made 
by these doctors. After study- 
ing the results of the weekly 
examinations, these throat 
specialists reported: 


“NOT ONE SINGLE CASE OF THROAT 
IRRITATION DUE 10 SMOKING CAMELS? 


Maoney- Back Test Camel mildness for yourself in your own 
« “T-Zone.” T for taste, T for throat. If, at 
Suavantee? any time, you are not convinced that Camels 
are the mildest cigarette you've ever smoked, 
return the package with the unused Camels 
and we will refund its full purchase price, 
plus postage. (Signed) R. J. Reynolds Tobacco 
Company, Winston-Salem, North Carolina, 


According to a Nationuide survey: 


Doctors 


than anh other cigarette the ke bra at‘ 


‘garette 
Camel! 


LOW mild cgarelle be? 
f 


ADVERTISEMENTS 


March, 1949 


MKs. HAZEL BECKHA 
2021 Bay st. 
Charlotte, 


MRS. CORAL ECKARD 
Pendleton Apts. 
Newton, N. C. 


MKS. HELEN MORRISON 


164 Bost St. 
Statesville, N.C. 


MKs. EDNA P. 
1005 Waters St 
Lumberton, N. C. 
Phone No, 445 


MRS. MYRTLE COHOON 
jos Gold Street 
Shelby, 


N.C, 


MKs. PEARL 
1112 Oval Dr. 
Durham, N, 
MKs. EMMA PATE 
1t Neuse Road 
Havelock, N.C 


MKRs. SALLY ADAMS 
13 


MAY 


Ave. 


MKS. ROSA NICHOLSON 
Koute No, 6, Box No, 205A 
High Point, N. C. 


VIOLA QUINN 
21 Wanoca 
Biltmore, N. C, 


LULA WHITTAKER 
Fletcher, N. C. 


McPHERSON 


Luzter’s Fine Cosmetics and Perfumes 


As Advertised In Publications Of The American Medical Association 


Are Distributed In North Carolina By: 


MRS. BEE DEVONDE, Divisional Distributor 


1231 Armory Drive 
Charlotte, N. C. 


Distributors 
MRS.. BECKY EVANS 
1516 Matheson Ave. 
Charlotte, N. C. 
MRS. HARLON WHITMAN 
1716 N. Lee St. 
Salisbury, N. C, 
MRs. CLYDE MORRIS 
11s Patton St. 
Morganton, N. C, 


M 


P. O. Box No. 1744 
39-9038 


Phone No. Charlotte, N. C. 
Distributors 
MRs. LILLIAN PEARSON 
Box No, 285 


Gastonia, N. C, 


MIss MAXIE JONES 
30s Frederick Apt. 

Charlotte, N.C, 
Phone No, 46141 


MRS. FAYE BROOME 
Box No, 75 
Marshville, N.C, 


FIELDS AND FIELDS, Divisional Distributors 


1214 Brooks Avenue 
Phone No. 3-3938 Raleigh, N. C. 


Distributors 
MKs. POLLY EVANS row a? AND POWELL 
Perry Apts., No. 4 207 N. Lionel 


St. 
Goldsboro, 
MKRs. SALLY EVERETT 
12 Northern Blvd. 
Wilmington, N. C. 


MKS. NINA WILLIAMS 
713 8. Tarboro St. 
Wilson, 


Elizabeth City, N. C. 
MKs. KATE WHELESS 
Box No, 1151 

Kocky Mount, N. C. 


MRs. MAMIE RHEA 
Box No, 15 


Windsor, 


NEDY AND KENNEDY, 
2603 High Point Road 
Greensboro, N. C. 


KEN? 


Distributors 
MKs. ESSIE O'NEAL, MRS. MARY ETTA ROUTH 
Route No, 4, Kivett Dr. Box No. 7 


High Point, N. C, Randleman, 


MRS, CORA KIMSEY, Divisional Distributor 
P. O. Box No. 6066 
Asheville, N, C. 
Distributors 


GRACE BRIGMAN 
Swannanoa, N. C, 


MRS, ALYCE H. LORTZ, Divisional Distributor 
P. O. Box C-1 
Phone No. 3-2830 Greensboro, N. C. 
Distributors 
MRS. MABEL KEESEE 
Box No, 1176 Greensboro, N.C. 
Phone No. 2-6398 


DOOLEY AND DOOLEY, Divisional Distributors 


Divisional Distributors 


MARIE AL, IN 
Fletcher, N. 


LILLIAN MAXWELL 
Kobbinsville, 


MKs. LUCILLE BROOKSHIRE 
Koute No, 2 
Lenoir, 


MRS. ANNIE LIPE 

Drawer 537 

Rutherford College, N. C. 
MKs. WAVOLYN BARTLES 
Union Mills, 


Mks. P. 
129 Ave. 


SKIDMOKE 
Albemarle, N.C. 
Phone No, 218 
MRs. MYRTLE COOPER 
Koute No. 1, Box No. 41 
Charlotte, N.C, 
Phone No, 87319 


HARLESS 
10s Gordon Street 


MRs. MAYME 


Sanford, N.C. 

MKs. EVELYN BARBER 
314 Johnson St. 

Clinton, N.C, 

MRs. LOUISE FARLEY 
300) Washington St. 
hinston, N.C, 


KACHEL, 
ook Ay 


BARNES 
ast 4th e. 


N. C, 


March, 1949 


ADVERTISEMENTS 


Throughout the 


From birth to at least the age of 14 years, 
investigators now agree children are 
susceptible to rickets, with scarcely 
diminished frequency.’ 


The critical periods of active skeletal 
growth are found in infancy and childhood, 
lasting through at least the years 


just preceding puberty.’ 


Throughout these formative years patient cooperation 
assuring an adequate vitamin D intake is readily 
obtained by the use of 


milk 


DRISDOL, trademark reg. U. S. & Canada 
CARTOSE, trademark reg. U. S. & Canada 


New York 13, N. 


1. Follis, R. H., Jackson, D., Eliot, M.M., and Park, E. A.: Am. Jour. 


Dis. Child., 66:1, July, 1943. 
2 Stearns, Jour. Lancet, 63344. Nov, 1943 


ODORLESS . 


WINTHROP-STEARNS 


TASTELESS ... ECONOMICAL 
Average dose for infants 2 drops, 
for children 4 to 6 drops, in milk. 


SPECIFICALLY DESIGNED FOR INFANT FEEDING 

LESS FERMENTATION 

LESS DIGESTIVE DISTURBANCES 
CARTOSE® 

MIXED CARBOHYDRATES 
IN EASY-TO-USE LIQUID FORM 
Compatible with all milk formulas 
Bottles of 16 fl. oz. Write for Formula Blanks 
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far the most 
\L ESTROGEN 


available clinically 


In exceedingly minute doses—as little as 0.02 mg. 
(1/3200 gr.) daily—EstinyL* maintains 
the average menopausal patient free of 
symptoms. Even when initiating therapy 
and in the more severe cases, unusually 
smal] dosage—measured in hundredths 

of a milligram—has been found effective. 


(ETHINYEL ESTRADIOL) 


EsrinyL, a derivative of the ovarian follicular 
a hormone, estradiol, evokes the sense of well-being 
J characteristic of natural hormone therapy. It 
acts rapidly, often completely controlling climacteric 
symptoms within a few days. In therapeutic 

dosage side effects are notably infrequent. Unique 

response to minimal dosage permits effective 


estrogen therapy at low cost to patients. 


DOSAGE: One Estinyt Tablet (0.02 mg.) or one teaspoon- 
ful of Estiny_ Liguip (0.03 mg.) daily, may be prescribed, 
reducing dosage as symptoms subside. 


a he ESTINYL Tablets. 0.02 (buff) or 0.05 mg. (pink), in bottles 
of 100, 250 and 1000. 


ESTINYL Liguip, 0.03 mg. per 4 cc. (teaspoonful), in bottles 
of 4 and 16 oz. 


*g 


CORPORATION « BLOOMFIELD, NEW JERSEY 


IN CANADA, SCHERING CORPORATION LIMITED, MONTREAL 
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Than Ever! 
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This prescription favorite 
for infant feeding now makes available 


@ the latest findings of nutritional science 


Alert to every development in the science of nutri- 
tion, and every refinement in modern manufacturing 
facilities, Borden’s Prescription Products now brings 
to the physician the New Improved Biolac — now 
better than ever! 


The New Improved Biolac 
is better nutritionally: 


A moderate amount of especially combined fats 
provide all the essential fatty acids, with a minimum 
of the volatile fraction. 

Its carbohydrate content provides completely for 
the infant's carbohydrate needs, with balanced pro- 
portions of milk sugar (lactose) and vegetable 
sugars for more satisfactory absorption — no fur- 
ther carbohydrate addition is necessary. 

Its protein content is in higher concentration than 
in human milk, yielding small, readily digestible 
curds—and less allergenic than untreated cow’s milk. 

High levels of iron, calcium, phosphorus and 
vitamins A, B:, Bz and D are provided; only vitamin 
C need be added. 


@ the last word in manufacturing achievement 


Full caloric requirements of the infant are sup- 
plied—20 calories per fluid ounce standard dilution. 


The New Improved Biolac 
is better physically: 

The most modern manufacturing equipment gives 
the New Improved Biolac a higher and more stable 
degree of emulsification . . . facilitates digestion. 

Preparation for feeding is easily calculated... 
quickly completed...1 fl. oz. New Improved Biolac 
to 1% fl. oz. water per pound of body weight. 


You can rely on the New Improved Biolac: 


Clinical tests show its nutritional and digestional 
superiority. It can be used interchangeably with the 
former Biolac which has the same percentage com- 
position of nutritional factors. 


-..and yet, the New Improved Biolac 
comes at no increase in cost! 


You can prescribe it confidently. Available exclu- 
sively in drugstores. 


THE BORDEN CO. e PRESCRIPTION PRODUCTS DIVISION 


350 MADISON AVENUE, NEW YORK 17 


THE NEW IMPROVED 


"Baby Talk for a good 
Square Meal" 
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A Modern Hospital 
for the 
Treatment of Alcoholism 
Exclusively 


A private hospital offering scientific, institutional, medical, 
psychological, reflex, reduction and other methods for the rehabilitation 


of consent patients suffering from alcoholism. 


All equipment modern with facilities to take care of 50 patients 


both male and female. 


Under the direction of a competent licensed M. D. with five 
consultant physicians subject to call. Registered Nurses in 


charge 24 hours daily. 


Approved and licensed by the Virginia State Hospital Board. Atop beautiful Mt. Regis, 
five miles West of Roanoke, on Highway 11, in the quict serene mountains 
of Virginia, conducive to rest, comfort and recuperation. Doctors inspection invited. 


For information phone or write. 


WHITE CROSS HOSPITAL 


Five Miles West of Roanoke on Route No. 11. 


Salem, Virginia — Phone Salem 287 


Copyright 1948. H.. 
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CAMP ANATOMICBL SUPPORT 
FOR FAULTY RODY¥MECHANICS 


— PATIENT OF THIN TYPE OF BUILD— 


SKELETON INDRAWN 


In conditions of faulty body mechanics, 
the nonuse of the abdominal muscles al- 
lows the pelvis to rotate downward and 
forward, bringing the sacrum up and back. 
There results an increased forward lumbar 
curve with the articular facets of the lum- 
bar spine crowded together in the back. 


The dorsal spine curves backward with 
compression of the dorsal intervertebral 
discs and the cervical spine curves forward 
with the articular facets in this region 


closer together. Therefore, chronic strain 
of the muscles, ligaments and joints of the 
spine and pelvis occurs. 


Camp Anatomical Supports have an ad- 
justment by means of which their lower 
sections can be evenly and accurately 
brought about the major portion of the 
bony pelvis. When the pelvis is thus stead- 
ied, the patient can contract the abdominal 
muscles with ease and then with slight 
movement straighten the upper back. 


Relieving back strain and fatigue due to faulty body mechanics is a feature of the 
4 aged illustrated and other types for Prenatal, Postnatal, Postoperative, 


S. H. CAMP AND COMPANY 


, Visceroptosis, Nephroptosis, Hernia and Orthopedic conditions. 


e JACKSON, MICHIGAN 


World's Largest Manufacturers of Scientific Supports 
Offices in New York # Chicago * Windsor, Ontario « London, England 
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CHECK 
LIST 


for choice of 
a laxative 


Phospho- typE OF 

ACTION 
Prompt action 
V Thorough action 
V Gentle oction 


SIDE 
EFFECTS 


free trom 
Mucosal Irritation 


V Absence of Con- 


Judicious Laxation 


No Development 
of Tolerance ... through freedom from 


undesirable side effects 


No Disturbance of The clinical preference for Phospho-Soda (Fleet) * 
ee stems in large part from its freedom from unde- 
— sirable side effects. This desideratum, together 

VW Couses no with its controlled action dnd ease of adminis- 
Pelvic Congestion ‘tration, assure safe, effective anticostive therapy 

Y No Patient from every prescription of this “tried and true” 
Discomfort laxative agent. Clinical samples on request. 

C. B. FLEET CO., INC. LYNCHBURG, VIRGINIA 
Free from 

* PHOSPHO-SODA ond FLEET 
Cumulative Effects are registered trade-marks of CB. Fleet Co., In 
e 


PHOSPHO-SODA 
TRATION 


Hexible Dosage 
W Uniform Potency 
Pleosant Taste 


Phospho Soda Fleet) 1s a so- 
lution containing in each 100 
cc. sodium biphosphate 48 Gm. 
mai sodium phosphate 18 Gm 


ACCEPTED FOR ADVERTISING BY THE JOURNAL OF THE AMERICAN MEDICAL ASSOCIATION 
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LATEST VITAMIN FACTS 


From Merck—where many of the vitamin 


factors were first synthesized. 


These six Merck Vitamin Reviews PARTIAL INDEX OF CONTENTS 
are yours for the asking while 
the editions last. These concise 
reviews contain up-to-date, au- ¢ Signs and symptoms of deficiency. 
thoritative facts and can be most * Daily requirements and dosages. 
useful for quick reference. Please ¢ Distribution in foods. 

address requests for copies to ¢ Methods of administration. 
Merck & Co., Inc., Rahway, N. J. © Clinical use in specific conditions. 


Factors that produce avitaminosis. 


VITAMINS 


MERCK & CO., Ine. Manufacturing Chemists RAHWAY, N. Jd. 
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EDGEWOOD... 


A Distinctive Southern Sanitarium Fully Equipped for Complete 
Diagnosis and Treatment of Nervous and Mental Disorders .. . 
in an Atmosphere of Congenial Friendliness and Quiet Charm. 


Edgewood offers all approved therapeutic aids; complete 
bath departments; supervised individual physical rehabili- 
tation programs. Living accommodations are private and 
comfortable. Recreational facilities excellent. Full time 
psychiatrists, adequate nurses and psychiatric aides assure 
individual care and treatment. More detailed information 
on request. 


Psychiatrist-In-Chief Orin R. Yost, M.D. 


EDGEWOOD 


ORANGEBURG SOUTH CAROLINA 
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SHE’S TEMPTED BY 


What's a woman to do? She's tired of dieting. The vision of new health 
and a better figure faded with the first 10 pounds .. . and new all she can see 
wherever she goes is food, food, tempting food. ¢ To depress 
her appetite, one 2.5-mg. tablet an hour before breakfast and lunch 
is usually sufficient, with perhaps a third tablet in midafternoon if it docs not 
cause insomnia. The stimulating action of Desoxyn also elevates the mood and 
increases the desire for activity. @ Investigators who have used Desoxyn 
extensively claim that it has these advantages over other sympathomimetic 
amines in producing euphoria and stimulation of the 
central nervous system: smaller dosage, quicker 
action, longer effect, relatively few side-effects.!.? 
e In addition to its usefulness in obesity, 
Desoxyn has a wide variety of other uses — 
orally in the treatment of narcolepsy and for temporary 
use as a mental stimulant, parenterally 
to maintain blood pressure 
during surgery under spinal 
cr regional block anesthesia. 
e@ Desoxyn Hydrochloride is 
safe and effective with the 
correct dosage. Why not give 
ita trial? For new literature on 
indications, contraindications 
and dosage, write to 
Assotr LaporaTorigs, 


North Chicago, IIlinois. 


PRESCRIBE 


® 
DESOXYN TAREE, 2. ond 3 


HYDROCHLORIDE ELIXIR, 20 mg. per flvidounce. 


(Methamphetamine Hydrochloride, Abbott) POULES, 20 mg. per cc. 


1. Ivy, and Goetzl, (1943), d-Desoxvephedrine. A Review, War Med.. 3.60. lanuary 
2 Davidoff, E (1943). A Comparison cf the Stimulatine I fect ot Amphetamine, Dextroamphet- 
and Dextro-N-Methyl Amphetamine (Dextro- Desc xy cy hedrinc), Med. Rec., 156 422, July. 
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“CHANGE TO 
PHILIP MORRIS 


OR... 


CUT DOWN YOUR 
SMOKING!” 


That is the suggestion of many of the country’s 
leading specialists in cases of throat irritation.* 


Many doctors have among their patients 
some who they believe smoke too much. But the 
difficulty of persuading such smokers to cut down 
is familiar to everyone. What better advice 
therefore than “Change to Philip Morris’...the 
only leading cigarette proved definitely and 
measurably less irritating. 

To minimize cigarette irritants, Philip Morris 
are made by a special process whose advan- 
tages are conclusively shown in published 


studies.** These studies may convince you too 


that the most effective advice for patients who 


smoke is “Change to Philip Morvis.” 


PHILIP MORRIS ARE YOU A PIPE SMOKER? .. . We 


Philip Morris & Co., Ltd., Inc. suggest an unusually fine new blend — 
119 Fifth Avenue, New York Country Doctor Pipe Mixture. Made by 
the same process as used in the manu- 
facture cf Philip Morris Cigcrettes. 
*Completely documented evidence on file 


**Reprints on request: 
laryngoscope, Feb. 1935, Vol. XLV, No. 2. 149-154 


Proc. Soc. Exp. Biol. and Med., 1934, 32-241; N.Y. Ste 
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No Price On His Head... 


Mother and Junior AND FATHER are doing nicely, thanks. 
The hospital bill is paid. There's no price on this baby’s head. HIS 
parents belong to The Hospital Care Association. 

Dues in The Hospital Care Association are surprisingly low. It’s 
a non-profit organization which provides the most adequate hospital, 
surgical, maternity care at the least cost to the people. For just a few 
cents a day you and your family can enjoy full benefits. 

Don't delay. The chances are | to 3 someone in your family 
will have to go toa hospital this year. Write, telephone, or visit your 
nearest Service Office this weck. 

* The Hospital Care Association, Inc., is a non-profit organization. 
It operates on a sound financial basis to provide the most adequate hos- 
pital and surgical care at the least cost to the people. Membership ts 
open to all North Carolinians regardless of race, color, or creed. - 
proved by BLUE CROSS and your local hospitals. Supervised by the 
North Carolina Department of Insurance. Every person interested in 
the health and usffre of bis own family and of the people of North 


Carolina is invited to (1) become a member and (2) encourage other 
individuals and groups to become a member. 


THE HOSPITAL CARE Association, Inc. 


ADMINISTRATIVE OFFICES: DURHAM, NORTH CAROLINA 
SERVICE OFFICES: ASHEVILLE, CHARLOTTE, DURHAM, GREENSBORO, HIGH POINT, RALEIGH & SALISBURY 


Fourth Oldest Blue Cross Plan In America 
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SECONAL SODIUM 
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One Pulvule 4. s.—Tomorrow, Refreshed 


When physicians order a bedtime dose of ‘Seconal Sodium’ 
(Sodium Propyl-methyl-carbinyl Allyl Barbiturate, Lilly), 114 grains, 
for restlessness, they know that during morning rounds they are likely to 
find a grateful and perhaps more cheerful patient. Bedtime sedation 
with ‘Seconal Sodium’ encourages wholesome, natural rest. Its rapid 
onset of action carries the patient gently over the threshold of sleep. The 
effect is brief—gone within six to eight hours. The patient awakens 
in the morning strengthened and refreshed from a sound night’s rest. 
‘Seconal Sodium’ is supplied in ampoules, powder, pulvules, 
and suppositories. Elixir ‘Seconal’ (Propyl-methyl-carbinyl Allyl Barbi- 


turic Acid, Lilly) is also available. 
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ELI LILLY AND COMPANY, INDIANAPOLIS 6, INDIANA, 
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Framable reprints of this illustration are avatlable 


BENEFACTORS ANONYMOUS 


A vaccine is injected into a child’s arm. The physician, the 
patient, and the family are confident that a satisfactory im- 
munity will result. If a devastating epidemic of the disease 
in question should occur, the chances are that the patient 
will not be infected or will experience only a relatively 
mild attack. This faith, of course, is evidence of the trust 
placed in the biologists, bacteriologists, and technicians 
who comprise the group of competent specialists 
responsible for the manufacture of Lilly biological products. 

An awareness of this faith, together with an inherent desire 
to improve and perfect the product, characterizes the 
attitude of the team of experts in this field at the Lilly Research 
Laboratories. Although anonymous to the patient, these 
experienced specialists have an interest equal to that of the 
physician in the ultimate result—better health for all 
through new and improved medicinal preparations. 
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LILLY SPECIALISTS SERVE THE MEDICAL PROFESSION 
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COMPULSORY HEALTH INSURANCE 


W.S. RANKIN, M.D. 
CHARLOTTE 


The issue of compulsory health insurance, 
in all probability, will be brought before the 
recently elected Congress for its considera- 
tion and action. Within recent months, two 
reports, requested by or originating with 
departments of the government, have been 
published. ‘The Issue of Compulsory Health 
Insurance,” requested by a subcommittee of 
the Senate Committee on Labor and Public 
Welfare and prepared under the auspices of 
the Brookings Institution’, opposes compul- 
sory health insurance, and “The Nation’s 
Health,”'*' a report to the President by Mr. 
Oscar R. Ewing, Federal Security Adminis- 
trator, advocates compulsory health insur- 
ance. The disposition of this issue by rejec- 
tion or adoption is a matter of far reaching 
and vital importance to the people of the 
United States. It is, therefore, a matter of 
considerable public concern that the thinking 
segment of our people, especially the provid- 
ers of medical care — doctors, dentists, 
nurses, and trustees of hospitals—be fully 
informed as to what is involved in the pro- 
posal of the Federal Security Administrator. 

In any sound, over-all examination of the 
issue of compulsory health insurance, we are 
concerned with three major considerations 
or problems: a problem of health, a problem 
of economics, and a problem of administra- 
tion. 

The Problem of Health 


Comparisons 
How does the health of the people of the 
United States compare with that of other 
countries? How do the present conditions of 
health compare with those of former times? 
1, Bachman, G, W. and Meriam, L.: The Issue of Compul- 
a Health Insurance, Washington, Brookings Institution, 


2, Ewing, 0.: 
Security Administration, 


The Nation's Health, Washington, Federal 


194s, 


Are health conditions static or improving? 

International comparisons: In comparing 
health conditions of one country with those 
of another, differences in the age groupings 
and racial composition of the populations 
that are being compared must be taken into 
account and the proper adjustments made 
for such variations. To illustrate: Compari- 
sons of the general death rate (the number 
of deaths from all causes per 1,000 popula- 
tion per year) of the older states like Massa- 
chusetts and Pennsylvania with younger 
states like Washington and Oregon, without 
adjustments for differences in age groupings 
of the populations of the states compared, 
would be misleading. Likewise, comparisons 
of the death rates of a state like Mississippi 
(which has a large Negro population) with 
the death rates of a state like Maine (which 
has a small Negro population), without tak- 
ing into account the differences in racial 
compositions of the populations of the states 
compared, is misleading, because the Negro 
age-adjusted death rate for the United States 
is 16.2 deaths per 1,000 population as com- 
pared with a white age-adjusted death rate 
of 10.2; moreover, the Negro death rate is 
racial, not regional, in that it shows negli- 
gible variation in different states. In 1940 the 
Negro death rate for Virginia was 18, for 
New Jersey, 17.5, for Delaware, 19.6, and 
for Pennsylvania, 17.4. 

In the selection of countries with which 
to make international comparisons, we may 
well follow the idea of the Brookings Report, 
which says: “Since the objective is to use 
other countries as a standard with which to 
compare the United States, the simplest and 
soundest solution appears to be to compare 
the United States only with countries that 
according to mortality statistics have the 
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best health conditions. The three countries 
selected for this purpose are Sweden, Aus- 
tralia, and New Zealand.” Objection might 
be raised to such comparisons on the ground 
that these countries are small and have 
homogeneous populations as compared with 
the United States, with its large and diversi- 
fied population. The United States has a pop- 
ulation (1940) of 132,000,000; Australia, 
6,600,000; Sweden, 6,400,000; and New Zea- 
land, 1,500,000. Many of our states have 
larger populations than these three countries 
with which health comparisons are made. 
General death rate: “The age-adjusted 
death rate for the white population of the 
United States in 1940 was 10.2 per 1,000 
population. The comparative rate for New 
Zealand, adjusted to the United States age 
distribution, was 8.5.’'’ The Brookings Re- 
port does not give the age-adjusted death 
rates of the other two countries (Australia 
and Sweden) singled out for exceptional 


health standards; however, it is presumed 
that Australia and Sweden would have age- 
adjusted death rates as high as New Zealand, 
if not higher—in short, that in being checked 
against New Zealand, the United States is 
being compared with the best. 


In 1940 there were nine states with pre- 
dominantly rural populations that had white 
death rates which compared favorably with 
New Zealand's death rate of 8.5. These states 
were South Dakota, with a white death rate 
of 7.9, North Dakota and Nebraska with 
rates of 8.4, Iowa and Kansas with rates of 
8.5, Minnesota with a rate of 8.7, Oklahoma 
with a rate of 8.9, and Wisconsin and Arkan- 
sas with rates of 9.1. Twenty-nine states had 
white death rates ranging from 9.7 to 10.7, 
as compared with the national average of 
10.2. It is of interest to note that the death 
rates in these twenty-nine states showed 
very little correlation with the per capita in- 
come of the white population. This group in- 
cluded such low income states as Mississippi, 
Alabama, and Kentucky, and such high in- 
come states as New Jersey, Connecticut, 
Delaware, and California. 

The infant mortality rate—that is, the 
number of deaths of infants under 1 year 
of age per 1,000 live births per year—was, 
for the white population of New Zealand, 29; 
for the white population of the United States, 
37. 

The maternal mortality rate—the number 
of deaths of mothers per 1,000 live births 
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annually—was, for the white population of 
New Zealand, 2.93; for the white population 
of the United States, 3.2. 

The tuberculosis death rate—the number 
of deaths per year per 100,000 population— 
was, for the whites of New Zealand, 39; for 
the whites of the United States, 37.2. 

Life expectancy is revealed through tables 
set up on the basis of census data for differ- 
ent age, sex, and racial groups. According to 
such tables, life expectancy for white males 
at birth is as follows: Sweden, 63.22 years; 
Australia, 63.48; New Zealand, 65.46 years; 
the United States, 62.81 years. Comparable 
figures for white females at birth are: 
Sweden, 65.33 years, Australia, 67.14 years; 
New Zealand, 68.45 years; the United States, 
67.29 vears. The Brookings Report’ com- 
ments: “The whites of the United States are 
obviously not completely outclassed when 
compared with smaller countries selected be- 
cause of their outstanding records.” 

The figures for nonwhite males in other 
countries with which expectancy of Negro 
males at birth in the United States may be 
compared are: Negroes of the United States, 
52.26 years; nonwhites of Mexico, 32.44 
years; of Japan, 44.82 years; of South 
Africa, 40.18 years; and of British India, 
26.91 years. In considering racial death 
rates for different countries, we must not 
lose sight of the fact that many important 
factors in death rates are of a nonmedical 
character. Such factors are economic, social, 
racial, and governmental. 

Up to this point, we have been comparing 
the more important statistical evidences of 
health as such evidences are to be found in 
different countries—in short, we have been 
making geographical comparisons. We now 
turn to an equally important, but different 
type of comparison. 

Chronological comparisons show differ- 
ences in the condition of health at different 
periods of time. These chronological com- 
parisons indicate trends and measure prog- 
ress. Table 1 compares important statistical 
data with respect to health conditions pre- 
vailing in the United States in 1900 and in 
1940. 

These chronological comparisons show an 
increasing and gratifying control over dis- 
ease and death for the forty-vear period; 
moreover—and this is important—there is 
no evidence of any lessening in the conquest 
of disease. 
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Table 1 
1900 


"9 


population) 
Influenza and pneumonia 
Diarrhea and enteritis under 
2 years of age 
Typhoid fever 
Diphtheria 
¢Common communicable diseases 43.0 
Infant mortality (1915) 98.6 


*Number of deaths per year per 1.000 population from all 
causes, 

The influenza pneumonia death rate for 1945 was 51.5. 
tCombined death rate from measles, scarlet fever, and whoop- 


ing cough, 


Noncomparative data 

There are other-evidences of health and 
disease in the social organism or body politic, 
besides these comparative data. Because 
these evidences cannot be compared with 
similar conditions in other places and in 
other times, they are far less satisfactory 
as a basis for forming a sound judgment of 
health conditions. Of this noncomparable in- 
formation, as evidence of health or disease, 
there are two kinds which claim our atten- 
tion: (1) the statistics of physical defects 
uncovered in the examinations of men 
drafted for military service; and (2) statis- 
ties of the frequency or incidence of illness, 
frequently referred to as morbidity statistics. 

Selective service statistics: In considering 
the use of these statistics on physical defects 
as a measure of the general health condi- 
tions of the people of the United States, the 
following points should be kept in mind: 

1. The system of physical examinations 
used in the administration of the Selective 
Service Act had for its primary and con- 
trolling purpose the selection of men who 
were physically and mentally qualified to 
serve in the armed forces of the United 
States. These examinations and the statistics 
compiled as a result of them were neither 
designed nor intended to be used as a meas- 
ure of national health. 

2. The statistics of physical defect? re- 
sulting from the administration of the Selec- 
tive Service Act are without comparative 
value as between the different countries in- 
volved in World War II. 

3. The statistics of physical defects found 
in draftees are without comparative value as 
for the different periods of the war. This is 
true because the physical standards set for 
acceptance or rejection of draftees were 
arbitrary, and were high or low depending 
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upon the military exigencies or needs at the 
time. To illustrate: Before Pearl Harbor, 
when the demand and need for men was 
comparatively limited, the rejection rate 
reached an all-time high—52.8 per cent—in 
September, 1941. As the war demands ad- 
vanced and more men were needed, the phy- 
sical standards were lowered, and the rejee- 
tion rate dropped from 52.8 per cent in Sep- 
tember, 1941, to 33.1 per cent in March, 
1943. From November, 1940, through De- 
cember, 1943, the rejection rate by local 
boards for whites fell from 43.3 to 5.1 per 
cent and for Negroes from 47.7 to 14.6 per 
cent. These decreases in the rejection rates 
were jot due to corresponding changes in 
the general health of the population, but to 
changes in the regulations and to the inelu- 
sion of the age group of 18 to 19 years. 

Pricr to 1941, the rejection rate for syph- 
ilis for whites was 8.3, and for Negroes, 
147.2 per 1,000 registrants. After the first 
year of war, these rates had increased for 
whites from 8.3 to 14.9, and for Negroes 
from 147.2 to 170.5 per 1,000 examinations. 
Then, in 1943, the regulations, not the health 
conditions, were changed, and men with un- 
complicated cases of syphilis and gonorrhea 
were accepted for military service. With 
these changes in the regulations, the rejec- 
tion rates for whites fell from 14.9 to 2.4, 
and for Negroes from 170.5 to 18.5 per 1,000 
examined. 

4. The causes for rejection included con- 
ditions that were of a nonmedical character. 
The wide variation between the rejection 
rates for whites and Negroes, for example, 
was largely due, not to physical conditions, 
but to the failure of the Negroes to meet the 
educational standards—namely, having 
passed the fourth grade in grammar school 
and having the ability to read and write. 
The Brookings Report’) comments: ‘For 
Negroes, the nonmedical defects as a cause 
of rejection ranged from 21 to 35 per 100 
registrants examined as compared with a 
range of 8 to 12 per 100 for the whites.” 
Venereal disease is a medical condition, but 
it is also, and possibly to a larger extent, a 
social and educational problem. The differ- 
ence between the white and Negro rejection 
rate was due largely to the rejection of a 
large percentage of Negroes for reasons of 
(a) education and (b) venereal disease. 

The higher rejection rate of Negroes for 
these nonmedical causes accounts very large- 


*General death rate |= 10.8 
Tuberculosis death rate (per 100,000 
45.9 
70.3 
7.6 
12a 
3.3 
43.2 
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ly for the difference in the rejection rates 
of the Northern and Southern states—states 
with a small percentage of Negroes and 
states with a large percentage of Negroes. 
To quote the Brookings Report again: “If 
the rejection rates are analyzed to include 
only rejections of purely medical interests, 
it is impossible to say that the Negroes had 
received less medical care than the whites. 
5. Many of the defects and diseases re- 
corded under the Selective Service Act were 
not preventable. Maurice H. Friedman, 
Ph.D., M.D., in a hearing before the Senate 
Committee on Labor and Public Welfare, 
EKightieth Congress’, testified that: “Of the 
total recorded physical defects listed as 
causes for rejection, only about 20 to 25 per 
cent could have been prevented and or cor- 
rected ‘if we could conceive that all of these 
defects had received proper medical atten- 
tion’.”” Dr. Friedman, in a careful scientific 
analysis of the causes of rejection''', gives 
the following breakdown for causes of rejec- 
tion for the ‘period from April, 1942, to 
March, 1943—a period during which draft 
requirements certainly were as rigid as at 
any other time: 
Causes for Rejection 
Conditions beyond province of 
medical profession . 
(Includes illiteracy, mental deficiency 
and VD) 
Conditions not preventable or remediable by 
means available to medical profession now 
(Includes mental disease, defective vision, 
some heart ailments, amputation, etc.) 
Possibly preventable 
(Includes only tuberculosis. No specific 
remedy; army will not accept 
arrested cases) 
Not preventable, but correctible 
(Includeg such ailments as tonsil and 
other throat diseases, varicose veins, 
hernia, etc.) 
Preventable and/or correctible 
(Deafness, teeth, etc.) 
Undetermined (insufficient data in reports) 


Per Cent 


21.70 


3.40 


12.91 


“From these figures, Dr. Friedman con- 
cludes that nearly two thirds of the rejec- 
tions (1st and 2nd items) were for causes 
beyond the power of the medical profession 


to prevent or corrceci, regardless of the 

amount of medical service available, and re- 

gardless of the cost of medical care. For 

12.91 per cent of the rejections (last item) 

information given by Selective Service is too 

3. National Health Program, Hearings before a Subcommittee 
of the Committee on Labor and Public Welfare, United 
States Senate, EFightieth Congress, Washington, s, 
Government Printing Office, 1947, part 2. pp. totes. 
Unele Sam, M.D., Detroit, Michigan Public Expenditure 
Survey, 194s, 
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scanty to permit their classifica- 
tion.” 

6. “In compiling the draft rejections, the 
Social Security Board neglected to add to the 
total of examinations those who enlisted vol- 
untarily. Correction of this slight statistical 
manipulation reduces the actual percentage 
of rejections from 36 to 28.4—a considerable 
error to be broadcast several million times 
a year to the Ameerican people at their own 

7. The Brookings Report!) says: “As 
clearly stated in the various bulletins of the 
Selective Service System, not all registrants 
with disqualifying defects were disqualified 
for a useful civilian life.” 

8. The Brookings Report continues: “It 
seems almost certain that the better the med- 
ical care in a country, the larger the number 
of its people who will be living despite acci- 
dents, illnesses, and impairments. A Spartan 
program of eliminating the physically and 
mentally unfit would yield a higher percent- 
age suitable for military service.” 

The Federal Security Administrator, Mr. 
Oscar R. Ewing, is to be commended for the 
limited use which he makes of the statisties 
of physical defects revealed in the examina- 
tion of draftees. As I recall, after two care- 
ful readings of his report to the President’, 
Mr. Ewing refers only briefly in three places 
(pages 1, 115, and 118) to the rejection rates 
of draftees—not more than fifteen lines in a 
report of 186 pages. Mr. Ewing would prob- 
ably agree with most of the above discussion 
of selective service statistics, which is taken 
almost wholly from the Brookings Report. 

The incidence or prevalence of illness as 
an index of health conditions has many limi- 
tations. In the first place, it is without com- 
parative value, with respect either to differ- 
ent geographic areas or to different periods 
of time. In the second place, statistics on 
the frequency or incidence of illness are not 
matters of routine, current collection, as are 
statistics on deaths. The reasons for this are 
two: The collection of statistics on illness 
would impose tremendous cost upon the 
government or other agencies engaged in 
such work, because there are many illnesses 
—several hundred—to every death; more- 
over, a death is a well defined, recognizable 
phenomenon, whereas an illness is a condi- 
tion that is vague and ill defined, and what 


proper 


The Case against Socialized Medicine, Wash 


194s. 


. Sullivan, L.: 
ington, Statesman Press, 
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would be an illness for one person would be 
disregarded or ignored by another. In the 
third place, as my last statement indicated, 
the results of any survey of the incidence of 
illness would vary greatly, depending upon 
the definition of illness used in making the 
survey. In the fourth place, the results of a 
survey of the incidence of illness would vary 
with the type of worker used in making the 
survey. Of the two surveys most frequently 
quoted, trained nurses were used in one and 
W.P.A. relief workers in the other. In the 
fifth place, the results of the survey would 
vary with the season of the year in which it 
was made—whether or not it was made dur- 
ing a season in which certain diseases were 
epidemic. 

The two surveys or studies of the incidence 
of illness that are most frequently referred 
to are a survey made by the Committee on 
the Costs of Medical Care in 1928-1931", 
and a survey made by the United States Pub- 
lic Health Service and employing W.P.A. 
workers to gather the statistics, in the winter 
of 1935 and 1936. 

The first survey, that of the Committee on 
the Costs of Medical Care, using its definition 
of illness, found an average disability of 7.1 
days per person per year. The second sur- 
vey, usually referred to as the ‘National 
Health Survey” and made under the direc- 
tion of the U. S. Public Health Service, found 
9.9 days of disability per person per year. 
Taking the average of the two surveys, we 
may say that the average disability is about 
8.5 days per person per year, which is the 
equivalent of approximately 44 people per 
1,000 population disabled at an average time. 
Conclusions 

The Brookings Report’) summarizes its 
findings and position in fifteen conclusions 
(pages 67, 68, and 69), the first two of which 
refer to the general state of our national 
health: 


“1. Probably no great nation in the world has 
among its white population better health than pre- 
vails in the United States. A few small homogeneous 
countries, such as New Zealand with respect to its 
white population, are slightly ahead of the United 
States as a whole, but certain states of the United 
States with larger populations equal them. 

“2. It is apparent that the United States under 
its voluntary system of medical care has made 
greater progress in the application of medical and 
sanitary science than any other country. This prog- 
ress is now reflected in low mortality and morbidity 
6. Medical Care for the American People, final report of the 

Committee on the Costs of Medical Care, Chicage, Uni 
versity of Chicago Press, 1932. 
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rates of infectious diseases and in increased life ex- 
pectancy,. There is every reason to believe that these 
trends will continue unabated under our present sys- 
tem of medical care.” 

The Federal Security Administrator seems 
to be in general agreement with these con- 
clusions, with possibly one implied, but im- 
portant, exception. Mr. Ewing says on pages 
2 and 3 of “The Nation’s Health’): 

“These great achievements of the past bear wit- 
ness to what can be done: 

“1. Twenty years of life added to the average 
expectancy of individuals at birth; 

“2. Conquest of certain disastrous epidemics, 
which have been virtually eliminated as a threat to 
health in this country; 

“3. A generation of stronger, better-fed children; 
and a larger body of knowledge on the child—his 
physical, mental and social development—from bhe- 
fore birth to the age of six than we have about any 
other period of human life; 

“4. A vast storehouse of knowledge about the 
prevention and treatment of diseases; 

“5. A sharp reduction in the death tolls from 
many diseases that were high on the mortality lists 
of the past. 

“Contributing to these gains is our present health 
organization combining local, State and Federal 
units. We have specialists in various fields of medi- 
cine who are unrivaled in skill and competence 


throughout the world. Many devastating communi- 
cable diseases have been brought under control, and 
improved surgery has saved countless lives.” 


Mr. Ewing’s implied exception is to the 


last sentence of the second conclusion of the 
Brookings Report—namely, “There is every 
reason to believe that these trends will con- 
tinue unabated under our present system of 
medical care.”’ Mr. Ewing seems to have 
some doubt about the continuation of these 
trends, in that the number 1 objective which 
he sets up in his report to the President is 
the saving of 325,000 lives a year. He seems 
to think that the present system of medical 
care is outmoded, losing its momentum and 
effectiveness—in short, is becoming static. 
The evidence is all the other way. The 
death rate from pneumonia and influenza in 
1935 was 103.9; in 1945, 51.8. The death rate 
from tuberculosis in 1935 was 55; in 1945, 
40.1. Infant mortality in 1935 was 55.7; in 
1945, 38.3. The trend in all of these death 
rates, and others that might be mentioned, 
is not toward a levelling off, but is on a 
downward curve. Death rates have not only 
dropped; they are dropping. The new drugs, 
penicillin and the sulfonamides, and the more 
extensive and scientific use of blood prod- 
ucts are providing for surgery new fields and 
larger achievements. Life expectancy, esti- 
mated by the Bureau of Medical Economic 


| 


98 NORTH CAROLINA 
Research of the American Medical Associa- 
tion at 67 for both white and colored, male 
and female, for 1947, will reach, according 
to the estimates of the Bureau, 70 years by 
1955. In a recent “Statistical Bulletin’ of 
the Metropolitan Life Insurance Company 
the following statement appears: “A century 
ago, about one American in every 40 was 65 
years or older. At present, one in every 14 is 
in this age bracket, and the outlook is that 
the proportion will rise to one in eight well 
before the vear 2000.” The evidence, there- 
fore, supports the Brookings Report in its 
statement—to wit, “There is every reason to 
believe that these trends will continue un- 
abated under the present system of medical 
care.” 
The Problem of Economies 

The problem of economics breaks down 
into two major considerations: (1) the cost 
of medical care, and (2) the ability of people 
to pay for it. 


The cost of medical care 

Perhaps the most up-to-date and authorita- 
tive figures relating to the cost of medical 
care are contained in a table of consumer 
expenditures for which the Department of 


Commerce of the United States Government 
is authority. This table shows: (1) total 
consumer expenditures, exclusive of payment 
of taxes to governments, by vears from 1929 
to 1947 in billions of dollars: (2) consumer 
expenditures for medical care, showing fa) 
total medical care expenditures with a breal:- 
down into five classifications—namely, (b) 
for physicians’ services, (c) for hospitals, 
(d) for drugs and sundries, (e) for dentists. 
and (f) for all other medical care items: 
and (3) consumer expenditures for alcoholic 
beverages, recreation, tobacco, personal care, 
and jewelry, with which expenditures it may 
be of interest to compare those for medical 
care. Some of the more important elements 
of this table may now receive our special 
attention. 

First, the table shows that the total con- 
sumer expenditures for medical care in 1947 
were 6.5 billions of dollars. Of this total, 1.7 
billions of dollars went for physicians’ serv- 
ices, 1.3 billions for hospital services, 1.4 
billions for drugs and sundries, 0.9 billions 
for dental services, and 1.8 billions for all 
other medical care, under which classification 
is included ophthalmic and orthopedic appli- 
ances, irregular practitioners, private nurs- 
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ing services, both professional and practical, 
payments for group hospitalization and 
health associations, health and accident in- 
surance. If, to these expenditures by indi- 
vidual consumers for medical care, we add 
their expenditures in the form of taxes paid 
to governments for public health services and 
hospitalization, we would add an additional 
$2,000,000,000—or, to be exact, according to 
a tabulation of government expenditures for 
civilian health on page 28 of “The Nation’s 
Health,’ $1,962,000,000. Adding 6.5. bil- 
lions of dollars paid by consumers for medi- 
cal services to the 2 billions of dollars paid 
by them as taxpayers, we have a total for 
medical care and public health of approxi- 
mately $8,500,000,000 for 1947. This ex- 
penditure is approximately 4 per cent of the 
national income, which is now in the neigh- 
borhood of 220 billions of dollars. 

This figure of 4 per cent of national income 
for medical care and public health services 
has held for a number of years. It was so 
for 1929, when the Committee on the Costs 
of Medical Care made its study’. The total 
expenditures, including taxes for public 
health and government hospitals, at that 
time were $3,656,000,000, or 4 per cent of a 
national income of $90,000,000,000. 

Second, the table indicates to what extent 
the cost of medical care has been influenced 
by the general inflationary trend which has 
prevailed since 1944. Total consumer ex- 
penditures rose steadily from 111.4 billions 
of dollars in 1944 to 164.8 billions of dollars 
in 1947—or 47.9 per cent. Total consumer 
expenditures for medical care increased from 
4.9 billions of dollars in 1944 to 6.5 billions 
of dollars in 1947—or 33.9 per cent. “Thus 
we as Dr. Dickinson of the Bureau of 
Economics of the American Medical Associa- 
tion points out, “that medical care expendi- 
tures have increased since 1944, but less 
rapidly than total consumer expenditures. 
Medical care now accounts for a smaller per- 
centage of the budget of the average Ameri- 
‘an family than it did four years ago.” 

The increase in the amount spent for med- 
ical care within the period 1944-1947 is dis- 
tributed among the various items of medical 
care as follows: for physicians’ services, an 
increase of 24.2 per cent; for hospitals, an 
increase of 66.8 per cent; for drugs and 
sundries, an increase of 26.4 per cent; for 
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dental services, an increase of 28.1 per cent; 
for “all other medical care,” an increase of 
32.5 per cent. From this breakdown, we note 
that the expenditures for physicians’ services 
rose least within the four-year period, and 
that expenditures for hospital care rose most 
Hospital costs have been greatly increased 
by the rising cost of food and services. 

Third, the table gives by years, 1929-1947, 
consumer expenditures for a number of 
items that would be regarded by many as 
less essential than medical care, and with 
which the expenditures for various types of 
medical care may be compared. In 1947, for 
example, consumers spent 6.5 billions of aol- 
lars for medical care and 9.6 billions for 
alcoholic beverages, 9.4 billions for recrea- 
tion, 3.9 billions for tobacco, and 2.3 billions 
for personal care — that is, toilet articles, 
barber shops, beauty parlors, baths, mas- 
seurs. The expenditures for physicians’ serv- 
ices are about half those for tobacco. Ex- 
penditures for hospitals are below those for 
jewelry. The Brookings Report"! says: “In- 
suflicient expenditure for medical care may 
represent, not lack of resources, but unwill- 
ingness to give to medical care a priority 
above that for the automobile, recreation, 
and luxury items in food, shelter, and cloth- 
ing... Thus, in examining data in this field, 
it is important to distinguish clearly between 
lack of resources to obtain adequate medical 
‘are and lack of willingness to apply avail- 
ble resources to the procurement of it.” 
Ability to pay 

Ability to pay for medical care depends 
upon two factors: (1) family income; and 
(2) the uneven and unpredictable character 
of the cost of medical care. 

Family income should include both money 
income and non-money income, under which 
term should be included unpaid rentals on 
owned homes, use of farm produce, use of 
gardens, and savings generally. Non-money 
income is an important element of income 
with agricultural families. The Brookings 
Report (page 181) shows nearly one third of 
the income of farming families to be non- 
money income. 

The classification of American families by 
income levels appears in a table in “The 
Nation’s Health’’ (table 2, page 68). It 
will be noted that the income groups in 
table 2 are based on cash income; non-money 
income is not included. 
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Table 2 


Percentage of Families in Various Income Brackets 


Percentage 
of families 
12.8 
15.4 
19.5 
31.4 
20.9 


Gross cash income 
$1,000 or less 
$1,000 to $2,000 
$2,000 to $3,000 
$3,000 to $5,000 
Over $5,000 


The character of the costs of medical care 
is almost as important in the economic prob- 
lem of the family as are family income levels. 
The cost of medical care is wneven and wi- 
predictable. If the cost of medical care fell 
evenly upon all families and evenly over the 
months and years, the total cost of $6,500,- 
000,000 would amount to about $4.00 a 
month or $46.00 a year for the average in- 
dividual, or to about $14.00 a month or 
$168.00 a yvear for the average American 
family. This would be the over-all cost for 
doctors, hospitals, nurses, dentists, drugs, 
and all medical supplies and services. But 
the cost of medical care is uneven and un- 
predictable. 

The Committee on the Costs of 
Medical Care‘, in its studies in 1928-1931, 
found that 51.1 per cent of males and 43.8 
per cent of females reported no _ illnesses 
during the year. Of course, the percentage 
of families that had no reportable illnesses 
during the year would be much smaller, prob- 
ably not more than 10 or 12 per cent. The 
Committee found that about 25 per cent of 
families have illnesses requiring hospital 
care during the year, and about 75 per cent 
of families do not. For the 25 per cent of 
families that had such illnesses, the average 
over-all medical costs, inside and outside the 
hospital, including dentistry and drugs, were 
$261.00; for the 75 per cent of families that 
had no hospitalizable illnesses, the over-all 
medical expenses were a little more than 
one fourth as great—namely, $67.00 a year. 
With the present increase in the costs of 
medical care, these figures would probably 
be about double at this time. This would 
mean that about a fourth of American fam- 
ilies would encounter total over-all medical 
expenses of $522.00 in one year, and three 
fourths of American families would have 
over-all medical expenses of $134.00—that 
is, about $11.00 a month. 

The insurance principle: There is one way, 
and only one way, of protecting ourselves and 
our families against unforeseen, unpredict- 
able, and, for many families, excessive finan- 


99 
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cial liabilities—against losses of property by 
fire, against serious accidents, against storms 
and lightning, against the loss of life and 
income—, and that is the insurance prin- 
ciple. The purpose of insurance is to provide 
against the heavy and uncertain liabilities 
—not the ordinary and smaller liabilities of 
life that can be absorbed with general living 
expenses. 

Full coverage is not needed. Why _ in- 
sure, for example, against the cost of drugs? 
The cost of drugs and sundries is $9.85 per 
capita, or about $40.00 for a family of four 
per year; moreover, the expenses for drugs 
and sundries are fairly evenly spread over 
the twelve months, amounting to about 85¢ 
per capita per month. Again, the per capita 
cost for physicians’ services in the office and 
home (hospital care excluded) is $9.00 per 
individual, or about $35.00 per family per 
year. Like the cost of drugs, that expense is 
not cumulative, but is spread fairly evenly 
over the twelve month period. The cost for 
dental services, amounting to approximately 
$6.50 per capita or $25.00 per family per 
year, is also spread fairly evenly over the 
twelve month period. The kind of insurance 
that is needed for the cost of medical care 
is insurance that protects against the heavy 
and unpredictable items of that essential 
service—not against the ordinary items that 
are spread over large groups of the popula- 
tion and over the months. 

For $4.00 to $5.00 per month or $50.00 
to $60.00 a year in Blue Cross insurance, now 
available generally throughout the United 
States, a family, including parents and all 
children under 18 years of age, may have for 
each individual and for each separate type 
of illness the following benefits: $5.00 per 
day on the hospital room, use of the operat- 
ing room or delivery room, anesthesia, out- 
patient accident service, ordinary drugs and 
penicillin not exceeding $12.50 per admis- 
sion, intravenous solutions, dressings and 
plaster, x-ray examinations, laboratory ex- 
aminations, basal metabolism determina- 
tions, electrocardiograms, physical therapy, 
and oxygen therapy, plus $150.00 for sur- 
geons’ or obstetricians’ fees—all this for 
each separate type of illness for each mem- 
ber of the family for thirty days, and, if a 
stay is longer, one-half the allowance for 
room service for sixty additional days. 

Less than twenty years ago Blue Cross in- 
surance was practically unheard of. There 
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were, it is true, a few local and limited pre- 
payment insurance groups built up around 
some industry or institution, but in all prob- 
ability there were less than 100,000 people 
who were protected against the uneven and 
unpredictable costs of medical care through 
the pooling of risks and prepayment of costs. 
A table, showing total participants, sub- 
scribers and dependents protected by Blue 
Cross insurance, has just been issued by the 
Blue Cross Commission (table 3). Note 
that im 1937 the total participants were 
1,164,126, and in October, 1948, 31,841,136; 
that in the last five years (1944-1948) the 
protected group more than doubled, increas- 
ing from 15,387,496 to 31,841,136. If this 
growth continues over the next ten years at 
one half the rate of growth during the last 
five years, the number of persons protected 
under Blue Cross will be more than 66,000- 
000. Under the stimulating example of Blue 
Cross participation, many of the old line 
insurance companies have entered the field 
of medical care insurance. It is not too much 
to expect that, with the present interest in 
providing for the prepayment of the heavier 
items in the cost of medical care, two thirds 
of our national population will be protected 
within another ten or fifteen years. At the 
present time, 87,000,000 people in the United 
States are covered in varying degrees by 
some type of sickness insurance. 

Returning now to the distribution of fam- 
ilies according to income groups, as indi- 
cated in table 2, it would seem reasonable to 
assume that the 52.2 per cent of families 
with incomes above $3,000.00 are in no great 
need of government assistance or compulsion 
in providing for medical care, when it is 
possible to budget the cost of this essential 
service through prepayment and to do so at 
a cost of not more than $4.00 or $5.00 per 
month. And again, it is not unreasonable to 
assume that most of the 19.5 per cent of 
families within the cash income brackets of 
$2,000.00 to $3,000.00 could, through prepay- 
ment, eliminate the heavy and unpredictable 
items of medical costs as a matter of serious 
financial concern to the family. 

If this position is reasonable — namely, 
that the 71.8 per cent of fami'ies with cash 
incomes of more than $2,000.00 can, with the 
benefits available to them through insurance, 
be self-reliant with respect to their medical 
‘are—, that leaves the group with cash in- 
comes of less than $2,000.00, making up 28.2 
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Distribution of Total Participants on October 1, for 
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le 3 
the Years 1937 Through 1948, and the Average 


Number of Participants per Contract 


Subscribers 

Number 
711,023 
1,253,751 
2,101,935 
2,850,437 
3,643,973 
4,643,321 
5,580,320 
6,923,799 
8,612,703 
10,802,472 
12,596,423 
13,844,318 


Total 
Participants 
1,164,126 
2,247,726 
4,013,347 
5,607,292 
7,461,362 
9,863,695 
12,266,333 
15,387,496 
19,416,747 
24,390,763 
28,767,244 
31,841,136 


October 1 
1937 
1938 
1939 
1940 
1941 
1942 
1943 
1944 
1945 
1946 
1947 
194811) 


1. September 30. 


per cent of families in the United States, to 
be considered. Some of these families, es- 
pecially the 10 per cent of families composed 
of single individuals, some families of only 
two individuals, and many agricultural fam- 
ilies with other considerable income than 
“ash income, can eliminate the heavy and un- 
predictable costs of medical care from their 
concern with monthly payments for insur- 
ance of less than the average family spends 
per month for pleasure driving, for tobacco, 
for recreation, and for liquor. As was stated 
before, the difficulty of paying for medical 
care is not always lack of resources; it is 
very frequently lack of willingness to give 
medical care priority over less essential 
items. 

Nevertheless, to quote the Brookings Re- 
port’ (page 185), “There are a substantial 
number of consumer units (families), includ- 
ing single consumer units, that cannot pay 
the costs of medical care and could not pay 
them under an insurance system, compul- 
sory or voluntary.” “For ye have the poor 
always with you”—always, He said. 

Regardless of the method of assistance we 
may have, some 10 to 20 per cent of the cost 
of medical care in hospitals, and around 5 
to 10 per cent of the less expensive medical 
care obtained outside hospitals, must be paid 
for by others than those who receive it—by 
voluntary contributions of individuals or 
groups, by philanthropic agencies, and 
through public funds or taxes. The percent- 
age of those who would receive government 
assistance will be considerably greater under 
compulsory health insurance than under any 
grants-in-aid plan of government help or 
under a system of voluntary health insur- 


Average No. of 

Participants 

Per Contract 
1.64 
1.79 
1.91 
1.97 
2.05 
2.12 
2.20 
2.22 
2.25 
2.26 
2.28 


2.30 


Dependents 
Number 
453,103 
993,975 
1,911,412 
2,756,855 
3,817,389 
5,220,374 
6,686,013 
8,463,697 
10,804,044 
13,588,291 
16,170,821 
17,996,823 


% 
38.92 
44,22 
47.63 
49.17 
51.16 
52.93 
54.51 
55.00 
55.64 
55.71 
56.21 
56.52 


% 
61.08 
55.78 
52.37 
50.83 
48.84 
47.07 
45.49 
45.00 
44.36 
44.29 
43.79 
43.48 


af 


ance. This will be true because, once the 
government, under compulsory health insur- 
ance, has assumed over-all responsibility for 
the cost of medical care, there will be no 
need for the interest and financial assistance 
of individuals, of religious bodies, of com- 
munity chests, and of endowments. We will 
take care of the helpless sick, not because we 
should, but because we must—and so all in- 
dividual, voluntary, and local interest, no 
longer needed, will dry up and disappear. 
Parallel thinking 

Up to this point there have developed no 
widely divergent and irreconcilable points of 
view as to the problem of medical care in its 
larger aspects. This is true because the dis- 
cussion so far has been largely factual, and 
opinions have necessarily paralleled their 
factual alignments. On the question of the 
condition of the health of the American 
people, there is general agreement; on the 
matter of the economic factors—the cost of 
medical care and ability to pay—there is like- 
wise agreement; but when we come to the 
question of treatment, there is wide diver- 
gence between that recommended in the 
Brookings Report and that proposed by the 
Federal Security Administrator. 
Divergent paths 

The treatment recommended in the Brook- 
ings Report is of a_ specific character, 
directed to the weakened or diseased parts 
or organs of the collective or social organ- 
ism; the treatment recommended by the 
Federal Security Administrator is of a more 
general character, addressed to the social 
organism as a whole. 

The Brookings Report'') suggests the fol- 
lowing measures: 


101 


102 


1. Expansion of research activities in the 
fields of medical science and public health. 
It will be recalled that under the stimulus of 
war, when medical research activities 
reached a high tempo, great advancement 
was made, particularly in the fields of sur- 
gery (through the use of the sulfonamides, 
penicillin and streptomycin, and the greatly 
increased and more accurate use of blood 
products), and in the field of preventive med- 
icine (through the discovery and use of 
chemical substances for the control of insect 
carriers of disease). Something of this inten- 
sified interest and activity should be con- 
tinued under peacetime conditions. 
2. Expansion and intensification of health 
education at the school level. 
3. Larger and more accelerated programs 
for popular education in combatting such 
large factors in our death rates as tubercu- 
losis, heart disease, cancer, maternal and in- 
fant mortality, and child health. In this con- 
nection, however, the report expresses the 
opinion that this phase of prevention might 
be carried on in the future, as in the past, 
largely by voluntary health organizations. 
4. Greater national interest and _ assist- 
ance in providing for more hospital facilities 
—especially a better distribution of these 
essential institutions—, more medical 
schools, and schools of preventive medicine, 
with national assistance for both the con- 
struction and operation of these facilities. 
5. Enlarged and more systematic federal 
aid for assisting state and local governments 
in the care of the medically indigent, in line 
with legislation proposed in the Eightieth 
Congress providing to the general hospitals 
of the country grants-in-aid of $2.00 per pa- 
tient day for patients unable to pay. 
The Brookings Report believes that, if 
these suggested specific remedies are applied 
to certain functional weaknesses in our poli- 
tical organism, and are given a fair trial, 
there will be no need for departing from 
the system of medical care that has existed 
in this country and that has been productive 
of such excellent results. 
The over-all cost of the expanded services 
suggested by the Brookings Report would 
not exceed the following estimates: 
(1) For research (now $20,000,000) 
an addition of 

(2) For increased aid in construction 
of hospitals (now $75,000,000) 
an additional 


(3) For financial aid in construction 
and operation of professional 


$ 30,000,000 


$ 75,000.000 
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schools (medicine, dentistry, 
and nursing) 

For assistance in operation of 
general hospitals on a basis of 
$2.00 per charity case per day... $ 
For illness not requiring 
hospitalization 


$ 50,000,000 
( 4) 
70,000,000 


(5) 
$ 70,000,000 


Total Cost —$295,000,000 

In 1947, the general hospitals provided 166,717,765 days of 
care, Assuming that 20 per cent of days of care were for 
charity, this would make 33,371,533 charity days. contri 
bution of $2.00 per day for charity cases (based on like sums 
coutributed by the states and counties assisted) would cost, 
in federal outlay, the sum of $66,743,106. 

“This assumes a much smaller cost per case for home and 
office service than for institutional care, but a larger num 
ber of cases to be assisted, 

The treatment recommended by the Fed- 
eral Security Administrator is not specific, 
addressed to the more needy and weaker 
services in our system of preventive medi- 
cine and medical care, but is of an over-all 
general character—a sort of “shotgun” pre- 
scription including all of the above remedies 
suggested in the Brookings Report, and in- 
tended for the entire population of 150,000,- 
000 people. Mr. Ewing recommends compul- 
sory health insurance, but he uses the less 
offensive term ‘“contributory”” instead of 
compulsory, meaning, of course, contribu- 
tions in the form of taxes imposed and col- 
lected under the penalties of law. The com- 
prehensiveness of the plan of the Federal 
Security Administrator is expressed in his 
own words as follows’: 

“A satisfactory system of health insurance should 
provide: 

“1. That everyone should have ready access to 
adequate health and medical services. 

“2. That everyone should have the kind of serv- 
ices, and all the services, he needs to promote better 


health. 
“3. That everyone should be able to obtain these 


without regard for the level of his personal income.” 

At the present, the over-all expenditure 
for medical services—payments of taxes to 
governments and payments by individual 
consumers of medical care—is approximate- 
ly $8,500,000,000, and the Federal Security 
Administrator proposes to increase that 
service so that everyone may have “the kind 
of services, and all the services, he needs to 
promote better health.” We may conserva- 
tively anticipate an increased cost that would 
run the total to not less than $10,500,000,000 
a year. 

Senate Bill S-5 (formerly S-1320) levies a 
3.5 per cent payroll tax. It is estimated that 
such a tax will provide the sum of $6,000,- 
000,000 a year for approximately 80,000,000 
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persons who will be provided for under this 
bill. That would be the equivalent of $75.00 
per capita. If, when the system of compul- 
sory health insurance becomes complete, with 
the entire population covered, the same per 
capita cost holds, then the total cost of com- 
pulsory health insurance will run to approxi- 
mately $11,250,000,000 a year. 

What will be the cost of administration? 
Between 1921 and 1933 our federal govern- 
ment was operating at a cost of a little less 
than $5,000,000,000 a year. Exclusive of 
military personnel, the government employed 
an average of 560,000 full-time civil serv- 
ants. If we assume that only one half as 
many persons—280,000—would be employed 
on all levels—national, state, and local—to 
‘arry out a measure which will cost twice 
the sum of the entire cost of government be- 
tween 1921 and 1933, and that the average 
yearly compensation of these 280,000 officers 
and employees would be $3,000.00, then the 
cost of administration would amount to an 
annual outlay of $840,000,000. And if we 
add the cost of offices, printing, travel, and 
mailing privileges, we have an administra- 
tive cost well in excess of $1,000,000,000. 
What a windfall for politicians of the modern 
genus! What a quid pro quo for votes! 

The Federal Security Administrator, real- 
izing the potent medicine that he has pre- 
scribed, is careful to suggest that it be given 
in broken doses. He hasn’t enough doctors, 
nurses, dentists, and hospitals at the present 
time to carry out the far reaching services 
proposed. He very wisely says that this plan 
should be developed over a ten year period 
which will permit the training of the addi- 
tional personnel needed and the construction 
of greatly enlarged facilities, schools and 
hospitals. There is, of course, this additional 
advantage: It affords a period of time very 
necessary for the patient, Uncle Sam, to ac- 
quire toleration for the strong treatment 
which Mr. Ewing prescribes. 

Attention should be called here to a fact 
previously referred to—that the treatment 
recommended by the Federal Security Ad- 
ministrator is incompatible with two exten- 
sively used and very effective remedies: 
(1) voluntary health insurance and (2) the 
financial assistance of individuals, philan- 
thropies, community chests, religious bodies, 
and state and local governments in helping 
with the problem of medical care. Neither 
of these extensively used services in provid- 
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ing for the sick will any longer be needed and 
both will disappear, the government having 
relieved these interests of all opportunities 
and responsibilities for providing for sick- 
ness either through self-reliance or through 
sympathetic consideration for their sick 
neighbors. 

And so we arrive at last at the third major 
problem in the consideration of this issue of 
compulsory health insurance —a_ problem 
that does not arise if the Brookings’ recom- 
mendations are followed, that presents itself 
only in the event that our government adopts 
a system of compulsory health insurance as 
recommended by the Federal Security Ad- 
ministrator. 


The Problem of Administration 


The Federal Security Administrator con- 
ceives of the full development of the system 
of compulsory health insurance as requiring 
a period of ten years. Without tracing the 
development from bud to ripened fruit, he 
tells us that by 1960 we should have 227,000 
physicians instead of the present 175,000; 
95,000 dentists instead of the present 76,000; 
443,000 professional nurses instead of the 
present 375,000; 50,000 physiotherapists in- 
stead of the present, perhaps, 5,000 to 10,- 
000; 1,800,000 acceptable hospital beds (fed- 
eral hospitals excluded) instead of the pres- 
ent 900,000 acceptable beds. There are 
(American Medical Association figures) at 
present 6,276 hospitals of all kinds, federal 
included, with a total of 1,425,222 beds. Some 
are obsolescent. Taking the present expendi- 
tures for medical care ($8,500,000,000) and 
assuming that when everybody gets every- 
thing in medical care that he needs there 
will be a 25 per cent increase in services and 
cost, we will have an over-all cost for doc- 
tors, dentists, nurses, hospitals, drugs, and 
appliances such as spectacles, crutches, and 
wheel chairs, of not less than $10,500,000,- 
000. Less than twenty years ago the cost of 
our national government was less than half 
that figure. 

If we try to conceive of the administrative 
problem in its over-all dimensions and in its 
great complexity, we are in for an acute 
attack of cerebral indigestion. We must 
break it up into its simpler and more essen- 
tial elements if we are to have any satisfying 
and clarifying conception of its practical 
operation. 

The problem of administration would seem 
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to be divisible into three essential activities: 
(1) an outflow of money; (2) an inflow of 
reports of services and things for which the 
money is to be paid; (3) a system of admin- 
istrative controls designed to assure honesty 
and accuracy in reporting, efficient services, 
and the avoidance of wastefulness. 


The outflow of money 

If the total expenditures are $10,500.000,- 
000 in 1960, when the idea has become of age, 
the administration of the system on all levels 
—national, state, and local (counties and 
cities) —will cost not less than 7 per cent of 
the total expenditure, or in round figures, 
$700,000,000. If the German experience is 
of interest, F. G. Dickinson, Ph.D., Director 
of the Bureau of Economic Research of the 
American Medical Association, says): “Cost 
of administering the German health insur- 
ance program is estimated at 9.6 per cent of 
total expenditure in 1914, and 6.8 per cent in 
1925. These figures do not include bookkeep- 
ing costs of employers and legal and postal 
services performed free of charge by the 
government. Perhaps a more accurate pic- 
ture is given by the fact that four fund 
workers were employed for every three in- 
surance doctors.” 

When administrative costs are deducted, 
$9,750,000,000 is left to be filtered down to 
the grass roots where the services are ren- 
dered and things purchased—drugs, optical 
and orthopedic appliances, and so forth. This 
money will be transmitted from the federal 
administrative agency to state administra- 
tive agencies, from state agencies to local ad- 
ministrative agencies (county and munici- 
pal), and from these to the ultimate provid- 
ers of services and things—doctors, dentists, 
nurses, druggists, hospitals, optical and in- 
strument houses. 

This money will be paid out, certainly in 
the beginning of the system, on a fee-for- 
service basis; however, we may reasonably 
estimate the amount of money that would be 
sent to, say, a state of 4,000,000 people, or a 
county of 40,000, on a per capita basis. A 
total expenditure of $9,750,000,000 for a pop- 
ulation of 160,000,000 amounts to approxi- 
mately $60.00 per capita. A state of 4,000,- 
000 people would, therefore, receive, at 
$60.00 per capita, $240,000,000 per year, and 
a county of 40,000 people, $2,400,000 per 
year. This is the equivalent of $220.00 for 
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the average family. The fees-for-service, the 
ordinary services, the different types of oper- 
ations, obstetrics, the fees for dentistry, for 
nurses, the cost of drugs, appliances, hospital 
equipment and furnishings, would be closely 
scrutinized and largely determined by the 
administrative agency on the national, state, 
and local levels—largely, however, on the 
national level. 

The inflow of reports 

The inflow of reports as a basis for pay- 
ment for services rendered and things sup- 
plied will originate with the providers of 
services—doctors, dentists, nurses, and hos- 
pitals—and with the sellers of supplies— 
druggists, opticians, and sellers of profes- 
sional appliances such as wheel chairs, 
crutches, and treatment lamps. The reports 
(really detailed and verifiable accounts) sent 
in by these providers of services and things 
will be based upon a carefully designed and 
uniform system of records or accounts. 
Physicians will record, for example, the 
name and address of patients seen in home, 
hospital, or office, the date of each visit, the 
nature of the trouble, and the general course 
of treatment prescribed. So will the dentist 
and nurse record the essential and verifiable 
data as to service rendered. The hospitals 
will use a full and detailed system of accounts 
and records of service for their entire per- 
sonnel. In order that all these records may 
be uniform and comparable, the original 
record forms for all, providers of both serv- 
ices and things, will be designed by the na- 
tional administrative agency. 

These official records of services rendered 
and things supplied will be sent once a month 
to the local (county or city) office for exami- 
nation, queries, and approval for payment. 
These records will then be recorded on a 
large, comprehensive, and detailed form, 
probably in triplicate. One form will be re- 
tained for reference and for comparison with 
other months and years, and two forms will 
be transmitted to the state office, one to be 
retained by that office, and the other, after 
verification and approval, to be sent to the 
federal agency as the basis for reimburse- 
ment. 


Administrative controls 

Administrative controls will likely be 
rather loose and flexible in the beginning, 
but will become more exact and rigid with 
the development of the extensive and com- 
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plicated system. 

In the main, these administrative controls 
will fall under three classifications: (1) aver- 
ages and deviations; (2) inquiries, entailing 
much letter writing; and (3) an extensive 
field service, employing auditors and inves- 
tigators. 

Averages and deviations will emerge from 
the tabulations of the reports of work to the 
national and state administrative agencies. 
These tabulations will be so designed as to 
provide such information as the following: 
the average number of visits per patient by 
physicians, the average number of visits to 
uncomplicated deliveries, the average num- 
ber of visits per patient for the more im- 
portant diseases, the average cost of dental 
service per patient, the average length of 
nursing services for all patients, and for 
certain types of illness, the average length. 
of stay of patients in hospitals for all dis- 
eases and for certain special conditions. The 
deviation from the averages will appear and 
receive attention—such as the state where 
doctors make a larger number of visits per 
patient than any other state; the state where 
doctors make a larger number of visits per 
patient with pneumonia; the state where 
more visits are made to uncomplicated de- 
liveries, and so forth on down the line. And 
as in the national office for the states, so in 
the state offices for the counties and cities. 

When these significant deviations appear, 
the typewriters will go into action—letters 
from the national agency to the state agency; 
letters from the state agency to the county 
agency, and from the county agency to the 
doctors, dentists, druggists, and hospitals, 
asking for further information on the devi- 
ations from average practice and for explan- 
ations. Correspondence will clear up much, 
but not all matters in question. 

Then the field service will take over. 
Auditors will be sent to check accounts of 
hospitals, drugstores, and houses supplying 
appliances; investigators will check what 
appear to be excessive visits to patients, 
wastefulness in prescribing drugs, conniv- 
ance with patients to get insurance and stay 
away from work, and so forth. Again I quote 
Dr. Dickinson of the Bureau of Medical F2o- 
nomic Research of the American Medical As- 
sociation: “Under German health insurance, 
the duration of illness increased progres- 
sively from 14.1 days per illness in 1885 to 
29.3 days per illness in 1932. The latter fig- 
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ure is 70 per cent higher than in the United 
States. Supervising physicians, appointed to 
curb abuses, found up to 50 per cent of the 
persons on sick lists able to work.’ 

The whole idea based upon the fee-for- 
service plan of operation is so open to con- 
nivance and fraud, and so complicated in 
administration, that the Brookings Report 
expresses the opinion that it will be given up 
and payment to providers of professional 
services on either a per capita or a salary 
basis adopted. 

If a per capita system should replace the 
fee-for-service system, people would select 
and sign up for the services of a certain 
physician. Once having selected a physician, 
the individual or family would have to stay 
hitched until a given date. Perhaps changes 
would be permitted twice yearly. Inasmuch 
as the government would be paying the phy- 
sician according to the number of persons— 
say 1,000 or 1,500—enrolled with him, it 
could not keep its accounts current if con- 
tinual and unregulated shifts by patients 
from one physician to another were per- 
mitted. The question arises as to the num- 
ber of people—how many and how few—a 
doctor would be permitted to have on his 
panel as a basis for government pay. 

If the salary system of payment were 
adopted, it would have to be based upon a 
definite assignment of service—a population 
group—rural or urban. Here, of course, 
freedom of choice in the selection of a physi- 
cian would cease to exist, as in the per capita 
system it would exist only at specified times. 

In both the per capita and salary systems, 
the tendency would be toward too few visits 
instead of, as under the fee-for-service sys- 
tem, too many visits. There woul¢ be con- 
stant complaining about limited services— 
infrequent visits and delayed visits. Local 
adjusting agencies would be needed to deal 
with these continuing complaints — some 
from doctors complaining about the lack of 
cooperation on the part of the patient, and 
many from people complaining about lack of 
interest and service on the part of the doctor. 

The compensation for service—fees, per 
capita, or salary—would be determined by 
the federal agency, possibly in the law itself, 
and compensation would probably be uni- 
form throughout the country. As the income 
of 2,000,000 to 3,000,000 persons would be 
involved, we could expect political log-rolling 
on a large scale. 
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The Quality of Medical Care 


What will happen to this most important 
desideratum under a system of medical care 
financed by, and to a considerable extent 
under the general supervision of official and 
political agencies? Will the professional and 
political interests merge into a hybridized 
interest? 

There is an interplay of two interests in 
the practice of medicine under the existing 
system: a personal interest and a scientific 
interest. 

The personal interest is reciprocal between 
patient and physician. It is a large factor 
in the selection of physicians by patients. It 
is a potent factor in giving effect to the 
scientific interest. This is particularly true 
in the treatment of functional conditions. 
This personal interest will be largely con- 
served where government payment to physi- 
cians is on a fee-for-service basis; it would 
be impaired in a per capita payment system; 
it would be seriously impaired where pay- 
ment was by salary. 

The scientific interest would be, with the 
development of the system, to a considerable 
extent influenced by professional advisory 
councils—doctors, dentists, and nurses—on 
national and state levels. These councils 
would study the professional reports with a 
view to recommending and emphasizing 
courses of treatment in certain diseases and 
conditions. Treatment would become more 
routine, less experimental, and the responsi- 
bility of the doctor for the patient, being to 
some extent shared by supervisory prefes- 
sional groups, would be lessened. 

However, the exercise of the scientitic in- 
terest of physicians is not as likely to suffer 
as is their personal interest in patients, for 
the reason that, as in the system of insur- 
ance in England, the more adventuresome 
minds, the highly trained research tyne, the 
spark plugs of the professional organiza- 
tions, are not likely to come under a system 
of compulsory health insurance, but will re- 
main free and continue to serve as the pace- 
setters of medicine. 

Questions 

Finally, there are many unanswered ques- 
tions, questions that only experience can 
answer. Some of these are: 

(1) Can compulsory health insurance at 
one and the same time eliminate the faults 
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of the least desirable practitioners and leave 
the specially gifted and creative free from 
restriction? 

(2) Can people who need medical care be 
compelled, as in the case of non-attendance 
of children at school, to accept it? 

(3) How will the government determine 
the qualifications of specialists and deter- 
mine their fee-for-service or salary? 

(4) With free drugs available, how will 
the government regulate this privilege, how 
prevent wastage? 

(5) What sort of regulations will control 
the prescribing of narcotics and alcohol? 

(6) How will compulsory insurance affect 
self-medication and the use of patent medi- 
cines? 

(7) What will be the status of the various 
cults under compulsory health insurance? 

And so we see that the Federal Security 
Administrator is correct in his statement: 
“Let me be the first to concede that any plan 
for Government health insurance will present 
difficulties . . .” 


CONCEPTIONS AND MISCONCEPTIONS 
ABOUT PSYCHIATRY 


NORMAN Q. BRILL, M.D.* 
WASHINGTON, D. C. 


Until relatively recent times most people 
had the idea that psychoneuroses and psy- 
choses were inherited. The medical profes- 
sion was perhaps just as much in the dark 
as was the public in understanding the true 
nature of psychiatric disorders. The psy- 
chiatrists too were probably somewhat re- 
sponsible for the continuation of these old 
ideas. 

Many psychiatrists approached the emo- 
tionally ill patient with an attitude that the 
basie difficulty could not be changed, and 
treatment often consisted of sedation or ad- 
vice to “get a change of scenery,” to “take a 
trip to Florida,” or to “spend a few weeks 
in a sanatorium.” 

During the war it became only too appar- 
ent that the average doctor’s medical educa- 
tion had been defective in the field of psy- 
chiatry. While most of the physicians in the 
armed services—and this applies to civilian 
life too—had a good speaking acquaintance 
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with organic disease, whether it was surgi- 
cal, medical, or obstetric, they were pretty 
much at a loss in matters psychiatric; yet 
it has been repeatedly estimated that ap- 
proximately 50 per cent of the patients who 
visit physicians’ offices, excluding those with 
such conditions as upper respiratory infec- 
tions, are suffering from functional disorders 
rather than organic disease. Doctors who 
were trained in terms of organic disease 
often thought only in these terms when con- 
fronted by a patient, and in far too many 
instances neglected to recognize the func- 
tional nature of the patient’s disorders. 
Doctors in general consider it a disgrace 
to miss an organic lesion, but somehow do 
not seem to mind missing a functional dis- 
order. I suspect that is because they feel 
that they can do something for the patient 
with an organic disease, and that little or 
nothing can be done for the patient with a 
functional or emotional disorder; or perhaps 
they have the mistaken notion that people 
do not die psychiatric illnesses, 
Actually, much more can be done in the 


treatment of many of the psychoses and psy- 
choneuroses than can be done to correct a 
valvular lesion of the heart, or to cure mul- 


tiple sclerosis or arthritis. 

To be sure, there are a great many phy- 
sicians who are well aware that they are 
dealing with functional disorders, but ere at 
a loss to know how to treat them except by 
reassurance, encouragement, and sympto- 
matic medication. Fortunately, this ap- 
proach works with a great many of the pa- 
tients. It is more apt to work when the doc- 
tor recognizes the functional nature of the 
illness, because he is then in a position to 
reassure the patient with conviction and sin- 
cerity. Where the functional nature of the 
disorder is not recognized, the patient often 
is started on a round of physicians, visiting 
one specialist after another, and frequently 
ending up after months or years in exactly 
the same condition, or sometimes worse. 


Effect of the War on Conceptions 
of Psychiatry 

Great progress was made during the war 
along these lines. In the armed services the 
doctor was removed from the privacy of his 
own office. His work was subject to inspec- 
tion and review by other medical officers. 
It was no longer so easy for physicians 
to hide behind organic diagnoses when no 
findings were present to substantiate such 
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diagnoses. It became necessary to face 
the fact that many of the disorders they 
were seeing were functional. I will just men- 
tion in passing the surprise and skepticism 
which greeted the discovery that approxi- 
mately one third of the five million men who 
were rejected for military service were 
turned down for neuropsychiatric reasons. 
To make it worse, psychoneurotic disorders 
were the most common causes for loss of 
manpower from the services. 

In addition, large numbers of doctors were 
able to see psychiatric disorders developing 
in men who had had no previous history of 
emotional difficulty. The phenomenon of pre- 
viously healthy and well adjusted individ- 
uals breaking down or developing symptoms 
as a result of prolonged combat, starvation, 
cruelty, or service in the tropics or on an 
isolated post was too obvious to be ignored 
or misinterpreted. It was not surprising 
that a draftee should develop a bellyache be- 
fore a hike, but when regular Army officers 
with many years of service suddenly mani- 
fested homosexual tendencies in the stress of 
combat, and when known psychoneurotics 
became heroes on the battlefield, “weakness 
of character” did not seem to afford an ex- 
planation. Doctors to whom the relation be- 
tween stress and psychiatric disorders was 
unfamiliar were brought face to face with 
a relationship which had to be recognized. 

There was one other factor that contrib- 
uated toward the acceptance of a dynamic 
rather than a static concept of psychiatry, 
and that was the fact that psychiatrists 
came into intimate contact with other mem- 
bers of the medical profession at all echelons 
in the military service. Not only were psy- 
chiatrists assigned to hospitals, but they 
were placed in training camps, in induction 
stations, in divisions, in some evacuation 
hospitals, and at almost every location where 
medical care was rendered. They were in a 
position to help the surgeons and internists 
understand the nature of psychiatric illness, 
and—more important—to demonstrate that 
psychiatric illness could be treated and 
treated successfully. Psychiatric consulta- 
tions were requested freely, and the impor- 
tance of personality and emotional factors 
in numerous cases of digestive, cardiovas- 
cular, and musculoskeletal disorders was 
clearly demonstrated. The psychiatrists’ 
funny ideas turned out to be not so funny 
after all. 
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The ultimate result of all this was the 
recognition of the fact that each and every 
one of us has a threshold of stress which 
he can endure, and beyond which he will 
decompensate (I do not like to use the word 
“break”) and develop neurotic or psychotic 
illness. No longer could we think in terms 
of just good and bad heredity, so far as 
psychiatric illness was concerned. We had 
to think in terms of relative capacities of 
individuals, which in themselves were a re- 
sult of previous emotional conditioning, and 
in terms of the stress to which the individual 
was exposed. 

The relationship between psychiatric dis- 
orders and such factors as an individual’s 
motivation and leadership, the amount and 
effectiveness of his training, and the appro- 
priateness of his assignment was demon- 
strated with accuracy approaching that of a 
carefully conceived laboratory experiment. 
There remained little doubt that individuals 
who were well motivated, who had good lead- 
ership, who had had adequate training for 
their jobs, and who were properly assigned 
in their jobs could withstand much more 
stress than those who were poorly motivated, 
who had poor leadership, and who were poor- 


ly trained and misassigned. The application 
to civilian life is obvious. 


While it was not too difficult to see 
the relationship between neuroses and emo- 
tional stress, it was much more difficult to 
learn that the psychopaths, or the “bad 
boys,”” were in most instances found to be 
bad, or aggressive, or antisocial for under- 
standable reasons when their life histories 
were obtained. They seemed no more re- 
sponsible for their behavior than the neu- 
rotics were for their difficulties. One fre- 
quently found histories of broken homes, 
maladjusted or neurotic parents, lack of 
emotional security, overdisciplining or the 
reverse, and inconsistencies in their habit 
training. It was not just coincidental to 
find that the boy who revolted against the 
authority of the Army, or of the police or 
government, was the one who often had pre- 
viously had to revolt against the unbearable 
discipline of one or both of his parents. He 
was, to make a medical analogy, allergic to 
authority. 

Seeing a Psychiatrist 

Most people have never been to a psychia- 
trist. They wonder what goes on when some- 
one does go to a psychiatrist, and they have 
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all kinds of phantasies about it. Some imag- 
ine that if they confess the things about 
which they feel guilty (as they would to a 
priest), they will get rid of the tensions or 
symptoms which they suspect are related to 
the feelings of guilt. In such instances the 
psychiatrist is phantasied as a father confes- 
sor who has the power to forgive. Some be- 
lieve that if they gather up the courage to 
consult a psychiatrist about problems that 
have been irritating and disturbing for a 
long time, the psychiatrist will advise them 
what to do. In this case the psychiatrist is 
not a father confessor, but a father substi- 
tute or adviser. Some believe that the psy- 
chiatrist is a mind reader; that after listen- 
ing to the patients’ stories, he will tell them 
all about their complexes and conflicts. and 
reveal to them that they are suffering from 
an “inferiority complex” or “sexual starva- 
tion”—in other words, give an “off the cuff” 
diagnosis which will solve all the difficulty. 
Some have visions of being hypnotized, or 
of being given Sodium Amytal or Pentothal 
because of the publicity this procedure re- 
ceived during the war when it was used ex- 
tensively in acute situational difficulties. 
Some think that seeing the psychiatrist is 
an admission of insanity (maybe just a touch 
of it), and is the first step toward the state 
hospital. 

Perhaps one of the most common miscon- 
ceptions is that the psychiatrist encourages 
the patient to indulge himself in any way he 
desires—whether it be by promiscuous or 
extramarital sexual relations, divorce, or lack 
of consideration for others. Somehow the 
psychiatrist has gotten a reputation for en- 
couraging immorality, lack of responsibility, 
unrestricted self-expression, and disregard 
of religion. 

I am convinced that some ill advised or 
poorly trained psychiatrists have contrib- 
uted io these beliefs through their malprac- 
tice. (We have poor psychiatrists, just as we 
have poor surgeons and internists, and there 
is nothing to prevent any doctor from calling 
himself a psychiatrist if he chooses to do so.) 
Unfortunately, the shortage of psychiatrists 
has been so acute that even the charlatan 
can be assured of being kept pretty busy if 
he lets it be known that he can cure people 
with emotional difficulties. 

But this is not the entire explanation. The 
psychiatrist in normal practice does not at- 
tempt to play the role of a judge or a min- 
ister, anv more than a surgeon does. Nor 
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does he take it upon himself to moralize 
about his patient’s difficulties, any more than 
an internist does about a case of rheumatic 
fever. The psychiatrist approaches (or 
should approach) his patient’s difficulties 
with complete objectivity. The patient, no 
matter what his trouble is, expects that he 
will meet with as sympathetic a reception as 
if he were consulting a physician about his 
arthritis. Since a psychiatric disorder in- 
volves the person himself—and not just a 
particular organ—and since it has to do with 
a person’s emotions and mental processes, 
it is necessary to explore completely the in- 
dividual’s personality and emotions and not 
just those facets of the personality and emo- 
tions that he chooses to display to the world. 
In order to accomplish this, the psychiatrist 
must ask questions which the patient ordi- 
narily is not accustomed to think about. 
Many times patients read hidden meanings 
into these questions and are apt to blame the 
psychiatrists for answers that arise from 
within themselves. It is this phenomenon 
which contributes to the “bad” reputation 
of the psychiatrist. 

What does the psychiatrist do? He tries 
to find out what is troubling the patient, and 
what factors in the patient’s environment, 
as well as his personality and attitudes, are 
contributing to his difficulty. The objective 
is to help the patient understand the nature 
and source of his problem—whether it be 
trouble in getting along with his mother or 
wife, or nervousness, insomnia and depres- 
sion. 

We are apt to consider fever as a sign of 
illness rather than as a reaction on the part 
of the body to combat infection. The red- 
ness and swelling and tenderness which ac- 
company an infection are not just due to the 
infection. They are the results of the body’s 
efforts to overcome the invading bacteria. 
Similarly a functional disorder or a neurosis 
is the attempt of the personality to protect 
itself from conflicts, or feelings, which are 
unacceptable to the individual. Because a 
psychiatric illness is a defense, patients un- 
consciously resist giving it up. They would 
rather be sick than unhappy. It is difficult 
not to notice the eagerness with which some 
patients look forward to being told that they 
have a nervous breakdown. It is this defense 
reaction that contributes to the reluctance 
of some individuals to seek psychiatric help, 
and that makes psychiatric treatment more 
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difficult than other forms of medical treat- 
ment. 
?sychosomatic Relationships 

Many common expressions which have 
been in use for generations indicate that the 
relationship between emotions and physical 
symptoms has been recognized for a long 
time. 

We refer to a serious problem that is 
difficult to solve as a “headache” (and in 
fact we often see patients who have head- 
aches because of a personal problem they 
cannot solve). We refer to the “heartache” 
of one who has suffered an emotional blow 
that is depressing (and in practice we see 
patients who complain of an aching over the 
heart, which is due to just such a situation). 

Many of us use the expression, “So-and-So 
is a pain in the neck,” meaning that he (or 
she) is a bother to us. We see patients who 
complain of neck pains that result from inti- 
mate association with someone who is a 
“pain in the neck.” 

We’ve heard the expression, “I can’t stom- 
ach that” or “I can’t swallow that,” and we 
see patients whose vomiting, or indigestion, 
or difficulty in swallowing is the result of 
some intolerable situation that they can’t 
handle in any other way. We’ve heard of 
those who let things “get under their skin,” 
and we see patients whose emotional difficul- 
ties express themselves as skin rashes. 

A considerable number of patients who 
believe (often with the doctor’s help) that 
they have heart trouble or some gastroin- 
testinal disease are suffering from neuroses. 
That the cardiovascular system and the gas- 
trointestinal tract are common sites of emo- 
tional expression is indicated by the fre- 
quency with which they are used in a sym- 
bolic way to express emotions. Dr. W. C. 
Menninger, in his recent book, “Psychiatry 
in a Troubled World,’ refers to the use of 
the heart as a svmbol of affection in the val- 
entine, and in various expressions such as 
“loving with all my heart,” “a warm heart,” 
“heart throbs,” and “heartfelt.” Such terms 
as “faint-hearted,” “chicken-hearted,” and 
“thin-blooded” are used to describe the in- 
dividual who is fearful. The lack of love or 
the presence of hate is indicated in such 
words as “hard-hearted,” “cold-blooded,” 
and “heartless.” 

That emotions are expressed through 
the gastrointestinal tract is indicated by the 
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expressions: “I can’t stomach that”; “I can’t 
swallow that’; ‘“such-and-sucn nauseates 
me”; “I have a belly full.” They don’t refer 
to food. They refer to emotions, and it is 
the rare gastroenterologist who does not see 
many patients whose complaints are purely 
emotional in origin. 

It is amazing how many doctors use these 
expressions in everyday lite, yet tall com- 
pletely to remember them when contronted 
with patients who say the same thing, but in 
a genuine rather than symbolic way. ‘They 
think only in terms of organic disease, and 
pathology. In this connection 1 feel com- 
pelled to quote Crookshank, who said’: 

“It always seemed to me odd that doctors who, 
when students, suffered with frequency of micturi- 
tion before an examination, or who when in france, 
had actual experience of the bowel looseness that 
occurred before action, should persistently refuse to 
seek a psychical . . . factor when confronted with 
a case of functional enuresis or mucous colitis. L 
often wonder that some hard boiled and orthodox 
clinician does not describe emotional weeping as a 
‘new disease,’ calling it paroxysmal lachrymation, 
and suggesting treatment by belladonna, astringent 
local applications, avoidance of sexual excess, tea, 
tobacco and alcohol, and a salt-free diet with restric- 
tion of fluid intake; proceeding in the event of fail- 
ure to early removal of the tear glands.” 


Random Psychiatric Problems 


To go ahead with my attempt to outline 
what a psychiatrist does, I will briefly pre- 
sent a few random samples of the problems 
we see: 


Case 1 

“A” was 20 years old when I first saw her a little 
more than a year ago. She was referred by her 
family doctor. She was pretty scared when she first 
came in, though she had had some contact with 
psychiatrists before. She was a sweet, pretty girl, 
who seemed to be quite intelligent. She came of a 
good family, was a college graduate, and was the 
kind of girl that would ordinarily be attractive to 
boys. She couldn’t give a very good history about 
her trouble, but told how she began to have what 
she called “hysterical spells” a few years ago. 

She was afraid to be alone, had a fear of closed 
spaces and of high places. She was terrified of the 
dark, and on getting into bed at night her hands and 
feet would turn icy cold and she would be seized 
with a feeling of panic. It would occur to her that 
she might forget how to breathe, and her panic 
would increase with the thought that she might 
die. These experiences finally convinced her that she 
was losing her mind, Many boys had been interested 
in her, but she invariably broke off with them when 
they showed any indication of getting serious. She 
attributed this to sexual fears. 

She was very unhappy at home. She complained 
that her mother criticized her for being too soft, 
for not having any ambition, and for just staying 
at home and reading. She was devoted to her father, 
but when she had dinner at home with just him and 
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her mother (she was an only child) she wouid get 
me Teeling that something was closing 1n on ner, 
tnat she nad to get out. She would boit ner 1ovu 
aown and make some excuse for getting away irom 
ine table as quickly as she could. 

in this case, the patient was aware (nal hei 
GQuuculty Was an emotional one, In CONnLYase LO 
patients who lor a long time nold on vo tne wisi 
inat il is physical, She was asked to cei ine 
story OL ner ite, to say everything inal came vo 
mina, Whether 1t seemed important or silly, and par- 
lcularly those things that she was reluctant Lo valk 
about, an Uhis Way il Was possible to deive not only 
into her experiences but her own emouonal re- 
acuions to tnem, Gradually tne story unrolaea—a 
svuory OL extreme teelings of gulit apout her own 
sexual TIeelings, ot overwhelming hatred lor ner 
mocner, Who was tundamentally a seinsh, inconsisv- 
ent, Jealous, infantile individual! who wore a trans- 
parent mask of simulated unselfishness, generosity, 
and love tor the patient, Actually sne was Jealous 
ol her daughter and was trustrated in ner marriage 
to a Man twenty-three years older than herself. Ine 
patient's conflict centered around her wish to leave 
nome and be independent and her tear ot giving up 
her childish dependence upon her mother. Her symp- 
tonis constituted the solution to the contlict—she did 
nothing. 

1 saw “A” once or twice a week for more than 
a year betore she clearly recognized the source ot 
her ditticulties and realized that what she was really 
atraid of was herself, She did all the talking, while 
1 listened and pointed out relationships between 
current reactions and past ones, and encouraged her 
to face her true feelings and their source, It was a 
gratifying experience to watch her flower, to see her 
mature trom week to week, give up her infantile 
dependence upon her mother, begin to think for her- 
self, lose her tenseness and her tears, and in the end, 
not only understand herself but have some insight 
into her parents’ personality disorders, and more tol- 
erance for them. 

It was tough sledding for “A” to see herself as 
she really was—with all of the instincts and emo- 
tions that we all have—rather than as the pure, in- 
nocent child she preferred to believe she was, in 
order to satisfy her mother’s unrealistic demands. 


Case 2 

Another example is Mrs. D., the 35 year old wife 
of an Army colonel, Mrs. D, had been under the 
care of an obstetrician and gynecologist for about 
a year, receiving pelvic diathermy and hormone in- 
jections three times a week, and getting nowhere. 
A friend of hers, who had more insight than her 
doctor, encouraged her to see a psychiatrist. This is 
the story she gave: 

Her illness began in 1943, when she first noticed 
that she didn’t feel up to par, she lacked pep and 
energy, lost her appetite, and couldn’t sleep. It 
was during the war, and she attributed her symp- 
toms to the frustrations that many wives experi- 
enced while their husbands’ attentions were focused 
on their jobs with the Army. In January, 1944, 
while she was at dinner, her heart suddenly be- 
gan to pound very forcefully. This pounding lasted 
for about twenty minutes, and following it she 
shook all over. A similar attack occurred several 
weeks later, and after a while they began to occur 
every day. Then her husband was shipped overseas. 
The spells then increased until they were occurring 
six to eight times each day. At this point Mrs. D. 
decided that she had heart trouble. 

She returned to her family in California and con- 
sulted a cousin who was a physician, He apparently 
examined her carefully and told her that “a nerve 
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to her heart was frayed.” He prescribed sedatives 
and rest in order that she might not strain her 
heart. She followed his advice for 18 months; her 
palpitation improved, but she felt guilty because her 
restricted activity prevented her from contributing 
to the war effort. In the middle of 1945 she again 
lost her appetite and began to suffer from indiges- 
tion and a sensation of pressure at the base of her 
skull. For this she was given a daily injection of glu- 
cose and vitamin B,. She then developed soreness 
in the pit of her stomach, almost constant nausea 
which was associated with a dull pain in the front 
of her head and temples, and a tingling feeling 
across the nose. These symptoms were followed by 
alternating constipation and diarrhea. 

Her husband returned to this country in October, 
1945, but Mrs. D. got no better; in fact, she grew 
worse. By December. 1945, she was constantly light- 
headed and felt as if she were going to faint. Her 
entire body ached, and she said that “she felt as if 
she were decomposing inside.” She got to the point 
where she could barely get around. On one occasion 
she did actually “pass out” while shopping. 

She consulted a nationally known internist. who 
told her she had “hysteria” and once again advised 
rest. After living the life of a semi-invalid for six 
months more, she went to see a well known obste- 
trician and gynecologist. He told her that her diffi- 
culty was due to a glandular deficiency and began 
giving her inieetions of a female sex hormone pren- 
aration—at first daily. then three times a week. In 
addition, she was given pelvic diathermy three 
times a week, had a course of roentgen treatments 
to her pituitarv gland. and had her ears inflated bv 
an otolaryngologist, in the hone that this would 
relieve the sensation in her head. 

IT first saw Mrs. D. in July, 1946—and if T ever 
saw a natient in trouble, she was the one. She com- 
plained of generalized weakness. nausea. limhthead- 
edness, headache, tenseness, palpitation of the heart, 
faintness, spells of erving, numbness of her face. 
tightness in her shoulder, and peculiar feelines in 
her pelvic region as if her bowels were going to 
move involuntarily. Physical examination was com- 
pletely negative. 

I deliberately mentioned this case to show 
how patients can be mishandled by sincere 
physicians of reputation and ability when 
thev ignore the emotional side of a person’s 
make-up. Many times patients such as Mrs. 
D. are told that they have nothing the matter 
with them. They are unable to understand 
how they can be so sick and have so many 
symptoms, and yet have nothing wrong with 
them. They take the doctor’s statement to 
mean that they are imagining their svmp- 
toms, and then the stage is set for them to 
feel unconsciously compelled to prove thet 
they are ill. 

How does one go about treating a patient 
like Mrs. D.? If her physical examination is 
negative, she is told that it is negative. When 
the history and the svmptoms suggest a func- 
tional disorder, as they did here, the patient 
is first assured by the doctor that he is aware 
of and sympathetic about her discomfort, 
and then is told how such symptoms can be 
of emotional origin. It should be carefully 
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pointed out that this explanation does not 
mean that the symptoms are imagined. (The 
patient who vomits because of a nervous 
stomach doesn’t imagine he is vomiting.) 

The need for a thorough and systematic 
exploration of the patient’s life situation 
and emotional difficulties is then explained. 
The importance of frankness on the part of 
the patient is stressed. (After all, she did 
not object to a thorough exploration of her 
physical state.) It is not unusual for patients 
to insist that nothing is worrying them, that 
they are perfectly happy, and that they have 
no problems. When that occurs, it is best 
to point out gently but firmly that no one is 
free from problems and worries—and the 
patient will generally begin to cooperate. 
Usually the patient is aware of some bother- 
some situation and is delighted to have an 
opportunity to discuss it with the doctor. 
Furthermore, she is often half aware of the 
fact that it is the cause of her difficulties. 
I have often asked patients why they had 
not told their doctors what they have told 
me, and have received the reply that their 
“doctor didn’t seem to be interested” or that 
the doctor never seemed to have time to talk 
to them, becauise there were so many other 
patients waiting. 

There are not enough psychiatrists to take 
care of such patients, and there never will 
be. These patients with functional disorders 
are the responsibility of every physician. 
The old family doctor knew this, but, with 
increasing specialization in medicine, doc- 
tors are interested in smaller and smaller 
parts of their patients, and many times for- 
get they are dealing with a whole person. 

Considerable criticism has been leveled at 
all the publicity that has been given to psy- 
chiatry in the past few years. The effect of 
this publicity has been to make the public 
increasingly aware of the nature and fre- 
quency of psychiatric disorders. They ex- 
pect their doctors to be similarly interested, 
and are critical of them when they are not. 
The doctor who, in the course of the next 
ten years, resists recognizing the importance 
of emotions in his patients’ difficulties will 
be like the doctor today who has not begun 
to use penicillin. 

I would like to mention some other types 
of cases, 

Case 3 


Mr. “B” is a 31 year old married mechanic who 
has a very responsible position with one of the 
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national airlines. He claims that he was perfectly 
well until November of 1945. He had served over- 
seas in the Pacific as a civilian. consultant for the 
Air Transport Command for eighteen months, and 
had felt fine all during that time, Upon returning to 
this country in November of 1945, he joined his wife 
in Florida for a vacation, While in a theater with 
her, he developed palpitation of the heart which 
frightened him so much that he had to leave the 
theater. He had several similar episodes in the next 
few weeks. Despite these, he returned to work in 
January, 1946. While working, he had a very severe 
attack which was associated with generalized trembl- 
ing that lasted for about half an hour. 

Since then he has been afraid to be alone, and gets 
panicky when in a closed space or in a crowd. He 
experiences peculiar feelings that start in his head 
and travel through his body to his feet. He con- 
tinued to work despite these symptoms, but gradu- 
ally got worse. Ultimately his wife had to drive him 
to and from work, and he refused to be left alone. 
Finally he had to stop working, and after one week 
he was referred by his physician for psychiatric 
help. 

He was convinced that he had heart trouble and 
knew of no possible emotional cause for his difficulty. 
After a little encouragement he began to talk freely, 
and revealed that he had been unhappy with his 
wife since they were married. He had expected a 
wife to devote herself to his needs and desires, to 
appreciate him, to be at his beck and call, and to 
do the things he wanted to do, when he wanted to 
do them. He was very disappointed when, instead, 
his wife complained of his lack of attentiveness 
and affection. She reacted against the routine nature 
of his love making. She objected to his frequent 
visits to his mother, when he insisted that he didn’t 
have time to read or to do chores around his own 
house, 

Mr. “B” turned out to be very immature emo- 
tionally; it had never occurred to him that in marry- 
ing he had taken on responsibility for his wife’s 
happiness; he had thought only of his own, and his 
sexual attitudes were childish. He was extremely 
ambitious (it embarrassed him to talk about it), 
and his interests were pretty much confined to his 
own advancement. He regretted having given un his 
old girl friends and dates with the fellows. He later 
confessed that he had taken the job in the Pacific 
during the war to get away from his wife (an]d you 
will remember that his symptoms started when he 
came back). 

I do not want to go into the details of his therapy. 
but he gradually improved as he looked at himself 
and was able to see the utter unreasonableness of 
many of his attitudes and demands. He realized that 
he had never really loved anyone excent himself and 
that he was expecting from his wife all the attention 
and service he had gotten from his oversolicitous 
mother, with sex thrown in to boot. 

If this young man had come for psychiatric help 
with the attitude that the psychiatrist encourages 
self-indulgence, he must have had a rude awakening. 


Case 4 

Mrs. M. G. is a 19 year old married girl, who 
first consulted me a year ago because of backache, 
headaches, occasional incontinence of urine and bed- 
wetting at night, difficulty in sleeping, nervousness, 
and difficulty in thinking. She stated that her illness 
had come on a year and a half before she came to 
see me, and attributed it to a fall she had had at 
that time. She claimed that she had hurt her back 
and that all of her present symptoms started a few 
days later, In that year and a half she had been 
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hospitalized twice and had seen a number of doctors. 
She stated that one doctor had told her that her 
trouble was coming from the kidneys; another had 
said that it was coming from her back. She had had 
several roentgenograms of her back and _ several 
intravenous pyelograms. 

Her general behavior and appearance clearly indi- 
cated that her difficulty was emotional in nature, 
and subsequent investigation showed that the acci- 
dent was only a “red herring.” It had nothing to do 
with her illness except to act as an incident upon 
which all of her emotional trouble could be uncon- 
sciously projected, 

Mrs. G. was the tenth of twelve children. She was 
born and raised in southwestern Virginia, where her 
father owned and operated several small coal mines. 
She had been very unhappy during her childhood as 
a result of her father’s strictness. She told how her 
mother wouldn’t sleep with her father because of 
the way he mistreated the children. The patient left 
home at the age of 1614 years. She worked and 
lived alone for almost a year until she married at 
at the age of 17%. Her hushand was ten years 
older than she. She never loved her husband; in fact 
she disclaimed any interest in any men. She claimed 
that she married him because he insisted and because 
she did not want to be alone, and did not want to 
return home because of her father. 

She was sexually frigid from the start: as time 
went on. she resented her husband more and more 
She had had the childish notion that marriage would 
free her from her father and give her the freedom 
she had always wanted. She told of her father’s 
having made reneated sexual advances toward her 
but I never could learn whether these were real or 
phantasied experiences. 

This patient turned out to be very, verv sick emo- 
tionally, and is still under treatment. She is extreme- 
Iv immature, and in vractically all situations reacts 
like a small child. However. she has stopped com- 
nlaining about her back, I have heard no mentien 
of ineontinence for a long time, and treatment is 
heing directed at the cause of her trouble. 


Case 5 

Mrs. T is a 39 year old, married woman with one 
grown child. Her illness started a year before she 
was referred to me bv her physician. While in the 
hosnital with pneumonia. she began to have pain in 
her left shoulder which she thought was a recurrence» 
ef the bursitis she had had twice bhefere, Shortly 
afterward, the pain shifted to her right shonlder 
and never went awav. In fact, it got vrogressivelv 
worse, spreading to the neck, to the rieht side of the 
chest, and dewn the right arm to her hand. For 
some time before she came to see me. her right arm 
had been almost useless. She could barely raise it 
or use it. 

On examination, she could not lift either arm he 
yond the horizontal position, and she would vet it 
nn that far only with a great deal of effort and nain. 
The interesting thing was that examination of her 
shoulders. arms and neck (including roentgenograms) 
was negative, Neurolovic examination was also new- 
ative. and symptomatic treatment by her physician 
had been of no avail. 

While I was talking to Mrs. T. about her illness, 
she suddenly began to cry, and only after she was 
repeatedly pressed for the reason did she vaguely 
refer to difficulty she had been having with her hus- 
band ever since they were married. She went on to 
tell how she had been depressed for ten years and 
had been unable to sleep for months, She would not 
elaborate on her difficulty any further, and, as a re- 
sult, was given intravenous Sodium Amytal several 
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days later. While she was under the effect of the 
drug, it was possible to get her to lift her arms 
way up over her head, but this effort was aceom- 
panied by a great emotional outburst in which she 
exclaimed she didn’t care if her shoulders were well. 
She told how her husband would never give her 
enough money to run the house, even though he 
made a very nice salary and spent a great deal on 
his own pleasures, which included two airplanes. 
As a result she had to go to work. 

She told how they had been incompatible ever 
since their marriage, how she felt her situation was 
hopeless, and how many times she wished she were 
dead. There were a great many other factors present, 
but T shall not go into them. The patient had been 
a very unhappy child. She had never wanted to get 
married, She had practically stonped talking to her 
husband two years ago, and had had no sexual rela- 
tions with him for years. 

This patient, too, turned ont to be a very sick in- 
dividual from the psychiatric standpoint. She was 
immature: many of her attitudes and much of 
her behavior was childish (desnite the fact that she 
had a very responsible job with the government): 
and treatment over a long time was necessary. As 
she faced her nroblems more willingly, the nain in 
her shoulders disappeared and she was able to use 
them normally. 


Sexual Difficulties 


In my brief outline of the cases. T made 
some casual references to sexual difficulties. 
For this presentation they were deliheratelv 
minimized; actually, the sexual difficulties 
Psychiatrists have 


were quite imnortant. 
been accused of making too much of sex. of 
giving it too much importance. of assuming 
that most people’s emotional difficulties are 


due to sexual problems. Is this true? I’m 
going to have to hedge—hecause the answer 
is both ves and no. To begin with. when 
Frend talked abont sex, he didn’t mean sex- 
ual intercourse. By sex. he meant all of its 
manifestations—all of the sensuous, pleas- 
ure-viving experiences, and all of the rami- 
fications of love. 

There are more taboos in our culture about 
sex than about anv other instinct. Basicallv. 
we are all a species of animal. (Darwin got 
into an awful lot of trouble for proving it— 
but his observations were finally accepted.) 
Therefore it is not unusual for us to have all 
the instincts of animals—self preservation, 
hunger, gregariousness, and reproduction. 
We accept the demand for food and warmth 
and comfort and company in infants and 
children as normal, but it took a study like 
Kinsev’s “Sexual Behavior in the Human 
Male’’! to convince most people that the sex- 
ual instinct is present too—from an early 
part of our lives. Little Johnny who, at the 
s. Kinsey, A. C., Pomeroy, W. B.. and Martin, C. S.: Sexual 


Behavior in the Human Male, Philadelphia, W. B. Saunders 
Co., 1948, 
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age of 5, investigates little Mary’s anatomy 
behind the barn, knows he is doing some- 
thing he shouldn’t do—something that is far 
worse than stealing a cookie or kicking a cat. 
It may be that he has never been told not to 
do such things. He knows that something 
that is treated with such mystery, such eva- 
sion, and often not even talked about at all, 
must be very, very bad. 

The average individual in later life would 
talk about any aspect of his life or emotions 
before he would talk about his sexual desires 
or feelings. Since neuroses stem from un- 
conscious conflicts—and since a great many 
of our sexual desires must be repressed into 
our unconscious if we are to be acceptable 
members of our society—, it is understand- 
able that sexual impulses would be an impor- 
tant potential cause of neurotic difficulty. 
We all prefer to think we are just what ap- 
pears on the surface. Instead we are more 
like the iceberg, with just one tenth showing 
and the rest hidden under the water, out of 
sight. 

It would be perfectly proper to ask what 
difference it makes what is under the sur- 
face. It makes very little difference unless 
we are having trouble; then we have to look 
at it, because in the vast majority of in- 
stances, the trouble is coming from within 
ourselves. To be sure, there often are ex- 
ternal situations which cause trouble (as in 
some of the cases I outlined); but the way 
the neurotic individual meets the trouble— 
or the mere fact that he got into it in the 
first place—is an expression of some deeper 
emotional need that is only brought to light 
after intensive treatment. 


Conclusion 


T have mentioned intensive treatment and 
mav have indicated that treatment is often 
prolonged — occasionally extending over a 
period of years. The reason is that psvchia- 
tric treatment is essentially a process of re- 
education for living—and it is amazing to 
see how many individuals who have everv- 
thing to live for are unhappv and malad- 
justed because of attitudes and fears which 
were established in childhood, and were 
never resolved or corrected. When you con- 
sider that we spend four full years in college 
preparing for life on the intellectual side, 
it does not seem unreasonable to spend half 
as much time getting educated emotionally, 
when that is needed. 
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GENICULATE GANGLION PAIN 


OTHO B. Ross, JR., M.D. 
CHARLOTTE 


The facial nerve, which is usually remem- 
bered only as the motor nerve of the face, 
has also a small but important sensory com- 
ponent (fig. 1). It is often forgotten that 
atypical pain in the head and face may be 
caused by diseases of this component. 

The geniculate ganglion contains the cell 
bodies of the sensory fibers in the facial 
nerve, and lesions of this ganglion refer pain 
throughout the peripheral distribution of the 
nerve. The four main peripheral components 
of this nerve supply (1) portions of the ex- 
ternal ear, canal, and drum; (2) a small 
(ipsilateral) area on the soft palate and ton- 
sillar region; (3) deep sensation of the face: 
and (4) taste and a remnant of common 
sensibility to the anterior two thirds of the 
tongue. 

Ramsay Hunt"? first described the geni- 
culate ganglion syndrome, and has listed the 
clinical forms of geniculate neuralgia as pri- 
mary or idiopathic; reflex; post-herpetic; 
and tabetic”! He quoted Larsell as stating 
that sensory fibers from the geniculate gang- 
lion pass along the great superficial petrosal 
nerve and through the sphenopalatine gang- 
lion without interruption, to end in the nasal 
and palatine branches of this ganglion. 
Studying cases of facial (geniculate gang- 
lion) herpes zoster, he also found that the 
vesicles were located at the external auditory 
meatus, the concha and its immediate vicin- 
ity, on the anterior two thirds of the tongue, 
and on the soft palate and tonsillar region. 
Experimental work by De Gaetano” and 
Van Gehuchten showed that three fourths 
of the cells in the geniculate ganglion give 
rise to sensory fibers in the chorda tympani 
(taste), one twelfth to the great superficial 
petrosal nerve, and the remainder to deep 
sensation in the face via the seventh nerve. 
That deep facial sensation is carried in the 
facial rather than the trigeminal nerve is 
now well established. 


From the Division of Neurology, 
North Carolina. 
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Differential Diagnosis 


Pain originating in the 
sphenopalatine ganglion 

Pain arising from the sphenopalatine 
ganglion was described by Sluder™ as dis- 
tributed in the root of the nose and in and 
about the eye, going back under the zygoma 
to the ear, and over the mastoid. He stated 
that at times it spreads to the upper jaw and 
teeth, or down the neck and to the shoulder. 
This type of pain has been ealled “lower half 
headache.” The fact that it covers almost 
the same area as pain of geniculate ganglion 
origin may be explained by the close ana- 
tomic connection between the two ganglia. 

The difficulty of differentiating between 
sphenopalatine and geniculate pain is illus- 
trated by the following cases: 


Case 1 

A 39 year old housewife was first seen in April, 
1939, complaining of dull, aching pain in her left 
eye and cheek, extending back to the left ear; the 
pain was deep in the bones and muscles and had been 
present for three years. Her left ear was sensitive 
to touch, and soreness extended deep into the ear. 
At times the continuous dull ache became more 
acute. She was always conscious of contractions of 
her left facial muscles. Twenty years before she had 
had Bell’s palsy, which lasted one month. 

Physical and neurologic examination showed onlv 
slight tenderness over the left mastoid. Examination 
by an ctolaryngologist revealed no intranasal con- 
dition to account for the pain, and a diagnosis of 
svhenopalatine neuralgia was made. Treatment in- 
cluded cocainization of the posterior portion of the 
middle turbinate, lateral fracture of this bone. and 
avplication of a 20 per cent solution of silver nitrate. 
These measures gave some temporary relief, but four 
months later the patient returned because the nain 
wes worse, It was still mainly a deep vain of the 
ear, and face; it was also felt in the left side 


eve 
of the throat and the left shoulder and arm. No 
treatment had afforded relief. 

When she was seen again three years later. the 


nain was still unchanged; in the meantime she had 
heen seen bv a famous neurosureveon. who told ber 
that she had geniculate neuralgia. Other otolarvn- 
vologists had made a diagnosis of sphenonalatine 
neuralgia. Recently, her pain has spontaneously 
subsided, 


Case 2 

A 32 vear old man was seen in October. 1947, 
complaining of pain in the right side of his face 
and behind the right eye for four vears. He had had 
two previous episodes of right-sided facial paralvsis 
with recovery, eight and four vears before, Ever 
since the second episode he had been conscious of a 
dull ache, centered chiefly behind the right eve. but 
also felt in the right temple. right supraorbital re- 
gion, and all around and behind the right ear. He 
also had some pain in the occiput and in his right 
cheek. He noticed that loud noises caused an un- 
pleasant sensation in his right ear. There were no 
disturbances of taste, lacrimation, or salivation; he 
Diagnosis. Prognosis, and Treatment 


5. Sluder, G.: Etiology. 
J.A.M.A. 61:1201- 


ef Sphenopalatine Ganglion Neuralgia, 
1296 (Sept. 27) 1918. 
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had no pain insiae nis mouth or nose. Both cheeks, 
he stated, were slightly sensitive to being shaved. 

There were no abnormalities in the physical or 
neurologic examination, and all x-rays of the skull 
were negative, 

These two cases, which we believe repre- 
sented geniculate neuralgia, may be sum- 
marized as follows: Both patients had a his- 
tory of acute Bell’s palsy, suggesting the 
facial nerve as the probable site of the pres- 
ent pain. Both had a chronic, deep-seated, 
low grade ache with acute exacerbations for 
hours or days. The pain was felt behind the 
eye, in and about the ear, in the cheek. in 
the temple, and in the mastoid region on the 
involved side. It was deep in the tissues 
rather than superficial. In both cases physi- 
cal examinations and other studies showed 
nothing abnormal. Neither patient had dis- 
turbances of lacrimation or salivation, or any 
symptoms in the nose or throat. 

Trigeminal neuralgia 

The differential diagnosis, Hunt believes, 
usually lies between geniculate and trigemi- 
nal neuralgia. The pain of the geniculate 
(facial) neuralgia is more chronic and dull, 
with acute exacerbations lasting for hours 
or days, then gradually subsiding; that of 
trigeminal neuralgia is sudden, sharp and 
burning, and starts and stops fairly sudden- 
ly, with intervals of complete relief. The 
former pain is more deep-seated in the eye, 
orbit, cheek, and ear, witha sense of pressure 
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or tension. Hunt has emphasized the fact 
that other cranial nerves may have neuralgic 
disease, and has described cases of glosso- 
pharyngeal and vagus neuralgia in one or 
more of these nerves. 

Other conditions 

In isolated neuralgic pain of the external 
ear, cranial nerves five, seven, nine and ten, 
and the second and third cervical nerves 
must be considered as possible causes. The 
presence of facial paralysis on that side 
makes it more likely that the facial nerve 
is responsible. 

Although pain originating in the genicu- 
late ganglion may follow Bell’s palsy, as in 
cases 1 and 2, other lesions along the course 
of the facial nerve may give rise to pain re- 
ferred to its distributions, with or without 
facial palsy. These include tumors of the 
cerebellopontine angle, lesions at the internal 
auditory meatus, petrositis or osteitis of the 
temporal bone, mastoiditis, or disease of the 
middle or inner ear affecting the facial nerve 
in its course through the temporal bone. 
Such lesions must be eliminated as a cause 
for the pain before one is justified in labeling 
it neuralgia. 

One must also remember that pain of emo- 
tional or psychic origin may simulate neural- 
gia. Various combinations of “functional” 
and “organic” diseases may occur. The inci- 
dence of localized pain suggesting a true 
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neuralgia is known to be greater in high- 
strung and psychoneurotic people. This in- 
crease in incidence may be related to a low- 
ered “pain threshold” or to undue preoccupa- 
tion with certain bodily parts. The migrain- 
ous and related vascular headaches also must 
be considered in differential diagnosis. 

Herpes Zoster of the Geniculate Ganglion 

Acute herpes zoster of the geniculate gang- 
lion causes pain and vesicles along the peri- 
pheral distribution of the facial nerve, and 
therefore provides an excellent means of 
studying the geniculate ganglion syndrome. 
Five patients with geniculate herpes zoster 
have been seen at Duke Hospital; the follow- 
ing case is typical. 

Case 3 

A 16 year old boy complained of pain and blisters 
on the pinna of his right ear for one week, facia! 
paralysis and loss of taste on the right side of his 
tongue for three days, slight deafness in the right 
ear, and dizziness. 

Crusting and vesicles were seen on the external 
ear about the canal and extending into it; nystagmus 
of the horizontal and rotary type was present. 
Slight loss of sensation to touch and pinprick over 
the whole right trigeminal area was noted, There 
was a right-sided facial paralysis, with loss of taste 
on the right side of the tongue, A hearing test 
showed evidence of some nerve deafness on the right. 
The temperature was normal, as were all laboratory 
findings except for 11 mononuclear cells and a posi- 
tive Pandy reaction (2 plus) in the spinal fluid, 
which contained 93 mg. of protein per 100 ce. 

Treatment was symptomatic. The vesicles dis- 
appeared in two weeks; three months later the facial 
palsy was improving and there was only occasional 
pain in the ear. 

This patient had herpes zoster involving 
not only the facial nerve (geniculate gang- 
lion), but the auditory nerve as well, produc- 
ing symptoms of deafness, dizziness, vertigo, 
and tinnitus. There was also some trigem- 
inal involvement. Herpes zoster may affect 
several of the cranial nerves simultaneously. 

Unilateral facial paralysis occurred in all 
five of our cases. Hunt found, however, that 
geniculate zoster may occur without it, and 
he compares this condition to the common 
herpetic involvement of only one branch of 
the trigeminal nerve. That a partial involve- 
ment of the geniculate ganglion may occur 
is shown by Frey’s case'"’, in which zoster 
vesicles appeared only on the anterior two 
thirds of one side of the tongue. This selec- 
tivity may explain some of the peculiar cases 
in which pain occurs only in one or more 
parts of the sensory distribution of the facial 
H.: 
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nerve. 

Tables 1 and 2 illustrate the distribution 
of the pain and vesicles in our 5 cases of 
geniculate herpes zoster. 


Table 1 
Distribution of Pain in Five Cases of Geniculate 
Herpes Zoster 


External ear ...... 5 
Deep in auditory canal . 5 
Mastoid process . 3 
Neck ...... 
Back of throat . 2 
Tongue 1 
Occiput 1 
Shoulder 
Arm . 1 


Table 2 
Distribution of Vesicles in Five Cases of Geniculate 
Herpes Zoster 


External ear (concha) ..... 3 
External auditory canal ee 
Face ........ 1 
Behind ear 
Neck 1 
Shoulder and chest 1 


Acute herpes zoster is often followed by 
neuralgic pains. Two of the 3 patients who 
reported back for re-examination stated that 
they continued to have some pain in the ear 
on the involved side for several months; their 
subsequent course is unknown. 


Treatment 


The treatment of geniculate neuralgia, 
like that of other types of neuralgia, is diffi- 
cult and frequently unsatisfactory ; since the 
exact pathologic physiology is not known, 
most remedies are empirical and supportive. 
The use of high voltage roentgen therapy 
has been thought to be of benefit in post- 
herpetic neuralgias. One of our patients, in 
whom there was involvement of several of 
the cranial and cervical nerves, experienced 
definite and prompt relief after x-ray 
therapy. 

Destructive operations on the ganglion 
and section of the nerve have at times been 
recommended for this neuralgice pain, but the 
inaccessibility of the geniculate ganglion 
makes the former impractical. I believe that 
the mild cases should be treated conserva- 
tively, in the hope that, with correction of 
vitamin deficiencies, treatment of related dis- 
eases, and psychotherapy to improve the pa- 
tient’s emotional equilibrium, the pain will 
subside. That a spontaneous cure may occur, 
even after many years, is illustrated by case 
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In severe cases, intracranial section of the 
sensory portion of the involved nerve—in 
this instance, the facial—should be con- 
sidered. Clark and Taylor” have described 
a case of severe pain in front of the ear, in 
the external auditory meatus, in one side of 
the whole face, and in the occiput; they sec- 
tioned intracranially the entire facial nerve 
and a portion of the eighth, with complete 
relief. Six years later the facial paralysis 
had disappeared and no area of anesthesia 
was found on the ear. This procedure is, of 
course, comparable to the usual operation for 
trigeminal neuralgia. 

At times it may be impossible to be certain 
which cranial nerve is the seat of the pain, 
and in such cases it is necessary to stimulate 
various nerves at operation in order to repro- 
duce the characteristic pain. This procedure 
Was carried out in a case reported by 
Reichert’, where the glossopharyngeal 
nerve was sectioned, with complete relief. 

Summary 

Deep-seated, chronic, aching pain in the 
eye, temple and cheek, and in and behind the 
ear may be of geniculate ganglion origin. 
In some cases there is a preceding facial 
palsy or a history of herpes zoster. Two cases 
of geniculate neuralgia which followed Bell’s 
palsy are reported. The distribution of pain 
and vesicles in 5 cases of acute herpes zoster 
of the geniculate ganglion is analyzed. 

It is pointed out that the geniculate gang- 
lion syndrome is not always easy to diag- 
nose, probably because of the intimate con- 
nections of the facial nerve with other cran- 
ial nerves and ganglia. This syndrome is 
not common. As with other forms of neu- 
ralgia, treatment is frequently difficult. The 
consideration of intracranial section of the 
facial nerve in severe and prolonged cases is 
recommended. 


7. Clark, L. P. and Taylor, A. S.: True 
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the Sensory Filaments of the Facial Nerve, J.A.M.A. 53: 
2144-2146 (Dec, 25) 1909, 


. Reichert, F. L.: Tympanic Plexus Neuralgia: frue Tie 
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Health education must contain nothing but the 
truth and enough of it to be accurate and compre- 
hensive. A very little knowledge can be dangerous; 
enough to appreciate its limitations is valuable be- 
yond price.—Edward J. Stieglitz: A Future for Pre- 
ventive Medicine, New York, The Commonwealth 
Fund, 1945, p. 51. 
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EXTRACTION OF URETERAL STONES 
WITH THE LOOPED CATHETER 


JOHN S. RHODES, M.D. 
RALEIGH 


Stone in the ureter is a common problem 
confronting the urologist. While the hypo- 
dermic relief of pain may satisfy the patient 
and calm the anxiety of the family, it does 
not insure against recurrent obstruction or 
protect the involved kidney from the hazards 
of infection and urinary stasis. In many 
cases the stone may be passed spontaneously ; 
in a far greater number, cystoscopic or sur- 
gical interference is required. In uncompli- 
‘ated cases the chance of spontaneous pass- 
age will usually justify a period of expectant 
care. Stones have been known to remain in 
the ureter for many months without evident 
damage to the kidney. 

It is not my purpose to discuss the broad 
subject of ureteral stone, but rather to re- 
view my somewhat limited experience with 
the looped catheter in the management of 
stone in the ureter. I do not intend to dis- 
parage any of the many manipulative meth- 
ods variously employed. No method is adapt- 
able to all conditions. A given operator may 
become proficient with any method. 


The Instrument 


The looped catheter was designed by 
Zeiss") in 1937, and experience with its use 
has been reported by Wehrbein™', Balkus'*’ 
and Ellik''. Two types of the catheter are 
now available. The Bard catheter is a no. 5 
roentgenopaque, graduated, whistle-tipped 
catheter with a 5 or 7 cm. loop. The loop is 
formed by a no. 00 Dermalon or nylon fila- 
ment, which passes through the lumen of the 
catheter to emerge from the tip, and then 
reenters the lumen either 5 or 7 cm. proximal 
to the tip and passes retrograde through the 
catheter. The inner surface of the loop is 
flattened to permit a more secure grip on the 
stone. The filament may be removed and re- 
newed if necessary. The catheter made by 
the American Cystoscope Makers is a no. 5 
nonopaque, graduated catheter which has a 

Read | before the North Carolina Urological Association, 
Sedgetield, October 4, 1947. 
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2. Wehrbein, H. L.: Loop Catheter for Extraction of Ure- 
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filament emerging from the lumen 5 cm. 
proximal to the tip. The end of the filament 
is incorporated in the tip of the catheter, in- 
suring a somewhat more secure loop. Both 
of these catheters have been used success- 
fully, but the latter has been employed in 
the majority of our patients. 

Application 

Stones in the lower third of the ureter 
may be manipulated with greater safety and 
much better chance of success than those 
higher up. The danger of perforation is 
greater in the upper ureter. Acute pyelo- 
nephritis following an unsuccessful attempt 
to manipulate a stone in the upper ureter 
may become a serious surgical emergency. 
Caution and lack of experience have pre- 
vented us from using the looped catheter to 
extract stones above the pelvic ureter. How- 
ever, Ellik has reported the successful ex- 
traction of a stone from the kidney pelvis. 
Small stones impacted in the upper part of 
the ureter will often migrate into the lower 
third under expectant care. 

Wesson” has shown that it is almost im- 
possible to perforate a normal ureter with 
a catheter. The risk of damage to the ureter 
is greatest at the site of impaction of the 
stone, where the ureteral wall may be dis- 
eased. Knowledge of the condition of the 
kidney and ureter above and below the im- 
pacted stone is therefore an invaluable aid 
to manipulation. This information may be 
obtained by intravenous or retrograde pyelo- 
grams, except where function of the affected 
kidney has ceased or where the obstructing 
stone is impassable. In the latter case the 
looped catheter method cannot be used. 


Preparation and Anesthesia 


In each of our cases Sodium Pentothal 
anesthesia has been employed. Sodium Pen- 
tothal, when given by a trained anesthetist 
under optimum conditions, is a safe and re- 
markably satisfactory anesthetic, to both the 
patient and the operator. Spinal anesthesia 
may have some advantage in affording re- 
laxation. Antispasmodics such as Depro- 
panex, Octin, and Trasentine may have vir- 
tue, but they have not been routinely em- 
ployed. Preoperative medication has usually 
consisted of morphine and atropine. 


Procedure 
Any cystoscope permitting the passage of 


5. Wesson, M. B.: Rupture of Ureter 
California and West. Med. 37 :296-302 


Medicolegal Problem, 
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a no. 5 catheter may be used, but we have 
found the no. 24 McCarthy Panendoscope 
most satisfactory. It affords direct vision 
and allows free manipulation of the catheter. 
The use of irrigating fluid which is too warm 
may result in soft, flexible catheters; these 
may be stiffened by immersion in ice water. 
A wire stylet for a no. 3 catheter may be 
used to aid in passing the catheter. It is wise 
to test the loop before insertion. Lubrication 
of the filament will facilitate formation of 
the loop. 

Dilatation of the ureter below the level of 
the stone, usually to a no. 12 catheter, has 
been done routinely. Ureteral meatotomy has 
been done occasionally where the orifice did 
not readily respond to dilatation. Care must 
be taken not to dislodge the stone during the 
dilatation, lest, in the presence of ureteral 
distention above the point of impaction, the 
stone float into the kidney pelvis or into a 
calyx. Some trauma of the ureter is almost 
inevitable, but an attempt to extract a stone 
through an inadequately dilated ureter 
would seem to entail greater danger of in- 
jury. If the loop fails to pass at the first 
attempt, a no. 5 bougie or olive tipped cath- 
eter may successfully establish a channel 
through which the looped catheter will pass. 
Patience and perseverance will often be re- 
warded even when the stone seems to ob- 
struct the ureter completely. 

The loop may be formed in the ureter 
above the stone if preliminary pyelography 
has shown the ureter to be dilated. Other- 
wise, the catheter should be passed to the 
pelvis, where the loop may be formed with 
greater safety. The cystoscope should re- 
main in place so that the ureteral orifice can 
be kept in view. The catheter is held with 
one hend, while traction is made on the fila- 
ment with the other. As the tip strikes the 
side of the catheter to complete closure of the 
loop, « slight tap is felt and the excursion of 
the filament ceases. Traction is limited to 
the filament in order to maintain a closed 
loop. Closure of the loop and its position at 
any point in the operation may be checked 
by radiograms if the roentgenopaque cath- 
eter is employed. The loop should be drawn 
down the ureter slowly and with caution. 
Engagement of the stone is indicated by 
sudden increase in resistance to traction. 
Engayement may be confirmed by roentgen- 
ogram. 

Only manual traction 
vision has been employed in our cases. 
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deliberate—never jerky—pull is ex- 
erted. All stones in our series have been 
removed at the time of the cystoscopy. As 
the loop enters the orifice, there will be some 
prolapse of the orifice toward the beak of the 
cystoscope, which must be withdrawn slowly 
to prevent injury to the orifice. When the 
stone passes through the orifice, it may 
crumble or fall out of the loop into the 
bladder. It may be readily removed from the 
bladder with an evacuating syringe. If the 
stone remains in the loop, it may be drawn 
against the beak of the cystoscope and re- 
moved with the instrument. 

Ellik states that, in case the stone does 
not come away easily, the cystoscope may be 
removed, leaving the catheter in place to be 
withdrawn more readily at a later time. In 
one of his cases the catheter remained in the 
ureter for six days. Drainage of urine by 
the catheter was adequate. Indwelling cath- 
eters have not been employed routinely for 
drainage following extractions. Where trau- 
ma of much degree is suspected, or in the 
presence of preexisting infection and fever, 
it has been considered safer to leave a no. 8 
indwelling catheter until the patient’s condi- 
tion is satisfactory. 

If the stone becomes disengaged, it may be 
relooped. In no case was a stone relooped 
more than three times. Occasionally the dis- 
engaged stone may become impassable, and 
severe reactions may follow. 


Results 


In the thirty months since we began to 
use the looped catheter, we have had &7 hos- 
pital admissions for ureteral stone (table 1). 
In 31 of these cases extraction with the 
looped catheter was attempted. (Cases in 
which passage of the catheter proved to be 
impossible are not included in this number.) 
In the 31 cases, 25 stones were extracted 
from 23 patients in 27 cystoscopies. (In 2 
cases 2 stones were extracted with a single 
effort.) In 2 of the 23 patients the tempera- 
ture rose above 100 F. following the manip- 
ulation. In 8 cases drainage was maintained 
by inlving catheter for at least twenty-four 
hours. The period of hospitalization after 
the extraction varied from one to five days, 
the average being 2.65 days 

Of the 8 failures, 3 were treated by ureter- 
olithotomy, 2 left the hospital without pass- 
ing the stone, and 3 passed the stone without 
further treatment. Three of these patients 
had severe febrile reactions after instrumen- 
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tation. Of these, one patient required ureter- 
olithotomy, and the other 2 passed the stone 
spontaneously within twenty-four hours. 


Table 1 
Summary of Cases 
Patients hospitalized 
with ureteral stones 
Extractions with looped 
catheter attempted 
Successful . 
Number of instrumentations 
Number of stones recovered 
Failures 
Postmanipulative fever (100 F. or above) 
Successful cases .... 2 
Failures 3 
Hospital days after treatment _ 1-5 (average 
2.65) 
Stone passed after simple 
catheterization 
Stone passed after ureteral 
meatotomy alone . 
Stone passed after ureteral 
meatotomy plus catheterization 
Stone passed spontaneously 
Result unknown 


Case Reports 
Case 1 

A 32 year old woman was admitted on February 
3, 1945 with left renal colic. A stone 1 cm. in diam- 
eter was impacted 2 cm. above the bladder. Left 
ureteral meatotomy was done, and a ureteral cath- 
eter was left inlying for twenty-four hours. She was 
discharged asymptomatic on the third day. 

The patient was readmitted on March 2, 1945, 
with recurrent colic and fever of 102 F. On March 
3, under Pentothal anesthesia, the Was ex- 
tracted with a loop catheter. There was no post- 
operative pain or fever, and she was discharged on 
the fourth postoperative day. 


Case 2 


An obese woman, aged 60, entered the hospital on 
July 20, 1947, complaining of pain in the right flank, 
and chills and fever. Her blood pressure was 220 
systolic, 130 diastolic. Shortly after admission the 
temperature rose to 106 F. and the pulse to 136, 
The patient appeared desperately ill. Roentgen- 
ographic examination showed a triangular shadow 
2 cm. in diameter in the region of the lower right 
ureter. The patient was treated supnortively until 
the following day, when the right ureter was cathet- 
erized, Obstruction was encountered at 12 em. The 
catheter was left inlying. 

After two days the temperature was normal. 
Cystoscopy was done under Pentothal anesthesia, 
and the right ureter was dilated to a no. 12 catheter 
up to the level of the stone. The stone was then 
extracted with the loop catheter. A no. 8 catheter 
was left inlying for two days. There was no rise in 
temperature, and the patient was discharged on the 
fifth postoperative day. Her blood pressure at dis- 
charge was 124 systolic, 90 diastolic. 

Surgical intervention in this patient would have 
entailed considerable risk, but would have been nec- 
essary except for the successful use of the looped 
catheter. 


Case 3 

A 50 year old man gave a history of recurrent 
left renal colic of seven months’ duration. Roent- 
genograms showed an oval shadow, 114 em. in diam- 
eter, in the area of the left lower ureter. Cystoscopy 
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was done, and the looped catheter passed beyond the 
stone. The catheter became disengaged. A no. 8 
catheter was left inlying for twenty-four hours. At 
the second cystoscopy the stone was readily ex- 
tracted with the looped catheter. There was no post- 
cystoscopic reaction, and the patient was discharged 
on the third day. 


Case 4 

A woman, aged 29, entered the hospital with the 
story of recurrent right sided colic, chills and fever 
for one month. The admission temperature was 105 
F. On cystoscopy, an obstruction was encountered 
immediately within the right orifice. Roentgeno- 
graphic examination revealed two small shadows in 
this region. A no. 8 catheter was left inlying for 
drainage of the right kidney, Three days later the 
two stones were extracted simultaneously with the 
looped catheter. The temperature was normal in 
forty-eight hours, when the inlying catheter was re- 
moved. The patient was discharged on the third day 
after the 

Case 5 

A 24 year old woman complained of left renal 
colic, chills and fever of one month’s duration, She 
had been treated elsewhere by means of an inlving 
ureteral catheter. On admission her temperature was 
103.4 F. An oval shadow 1% em. in diameter was 
seen on the roentgenogram in the region of the left 
lower ureter, Cystoscopy was done, but the stone 
could not be snared by the looped catheter, A no. 8 
catheter was left inlying. 

When the temperature had subsided, the left 
ureter was exposed through a lower midline incision. 
The ureter was thick walled and edematous. The 
stone could not be located by palpation or probe. A 
roentgenogram made on the operating table showed 
the shadow in the previous position, below the point 
of entry of an opaque catheter passed down the 
ureter through the operative incision. A looped 
catheter was inserted through the incision to the 
bladder. The loop was formed, and when withdrawn, 
it extracted the stone. 

This case illustrates how a stone which becomes 
displaced or hidden during operation may be success- 
fully recovered with the looped catheter. 

Comment 


The use of the looped catheter for the 
extraction of stones from the ureter is ob- 
viously dependent upon the ability of the op- 
erator to pass the catheter beyond the stone. 
The small size of this catheter renders its 
passage more probable. Serious injury to the 
ureter is unlikely, and has not occurred in 
these cases. The low incidence of febrile 
reactions following successful extractions 
has been gratifying. Adequate preliminary 
dilatation of the ureter below the stone and 
judicious use of the inlvying catheter after 
extractions are important factors in elimi- 
nating complications and in reducing the 
period of hospitalization. 

While we have employed the instrument 
only in patients with stones in the lower 
third of the ureter, others have reported its 
use at any level, including the kidney pelvis. 
With wider experience and greater patience, 
we anticipate the successful management of 
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a larger proportion of patients with ureteral 
stones. 


Summary and Conelusion 


The looped catheter offers a speedy and 
reasonably safe method for the extraction of 
ureteral stones in selected cases. 

This method was employed in 31 of &7 
hospitalizations for ureteral stone in a period 
of thirty months. Twenty-three cases were 
treated successfully. 


THE MANAGEMENT OF WAR WOUNDS, 
WITH REFERENCE TO THE PRE- 
VENTION AND TREATMENT OF 
CLOSTRIDIAL INFECTIONS 


Analysis of Eighteen Cases 


GEORGE R. BENTON, JR., M.D., F.A.C.S.* 
GOLDSBORO 


The etiology, pathogenesis, and pathology 
of infections caused by virulent, pathogenic, 
anaerobic gas-forming organisms (clostri- 
dial group) are well established and have 
been thoroughly covered in the literature. 
The final answer as to prevention and treat- 
ment is vet to come. This answer, in nart. 
may be forthcoming from a collective review 
of the reports originating during the recent 
war from individual units of the United 
States Army Medical Department. As a small 
contribution to this great problem, the ex- 
perience with clostridial infections in an 
evacuation hospital which functioned in the 
European Theater under combat conditions 
from June 14, 1944, to May 8, 1945, is added 
to the ever growing number of reports. 

The purpose of this report is not to present 
any startling new discovery for the manage- 
ment of clostridial infections, but to stress 
the fact that the incidence and mortality of 
such infections can be greatly lowered by a 
definite plan for prevention and treatment. 


Prevention 


The problem of gas infections (clostridial 


infections) in front line army hospitals is 
vastly different from that in civilian hos- 
pitals. The contrast lies chiefly in the num- 
ber of potential cases of gas infection ad- 
mitted to the hospital in a given period of 
time. Every individual with an open wound 
extending through the true skin is consid- 
ered a potential candidate for gas infection. 


Forme *r Lieutenant Colonel in the Medical Corps of the 
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Since more than 400 wounded soldiers, many 
with multiple wounds, were often admitted 
to front line army hospitals (evacuation hos- 
pitals) during a twenty-four hour period, 
the problem of clostridial infections in such 
hospitals is overwhelming in comparison to 
the problem encountered in civilian hospitals. 

The Medical Department of the United 
States Army took cognizance of the prime 
importance of this problem in laying the 
groundwork for its function in the recent 
war’. As a result, most of the patients 
reaching evacuation hospitals had received 
emergency medical care by company aid men 
on the field where they were wounded or in- 
jured. The preventive measures used here 
consisted in local application and oral admin- 
istration of sulfonamides’, application of 
sterile dressings, immobilization where that 
was indicated, and rapid evacuation of the 
patient to the rear. This preventive treat- 
ment was continued throughout the echelons 
of normal evacuation channels. 

In order to shorten evacuation channels 
and thereby decrease the time interval be- 
tween wounding and definitive surgery, med- 
ical installations were moved closer to the 
lines of combat. It was not unusual for an 
evacuation hospital, the fourth echelon in the 
evacuation channel, to be within three to five 
miles of the line of combat. Field hospitals 
staffed with auxiliary surgical teams were 
attached to clearing stations, often within 
one to two miles of the line of combat. It was 
not unusual to hear a battalion surgeon re- 
mark that he and his assistants had been 
riding tanks which were supporting the ad- 
vancing infantry, in order to keep medical 
are abreast of the front lines. Never before 
in the history of warfare has the wounded 
soldier been so near to medical care. 

Except in the case of non-transportable 
patients held by field hospitals, the patient 
received his first definitive care in the evac- 
uation hospital, after which the preventive 
stage was completed. In the hospital from 
which this report originates a definite plan 
for prevention was established. It is felt that 
a detailed presentation of this plan is war- 
ranted, since a careful survey of our records 
reveals that not a single patient, to our 
1, Kirk, N. T.: 

States Army, 
2. Meleney, F. L. 


Surgical Care of the Wounded in the United 


Surgery 15:211-223 (Feb.) 1966. 

and Whipple, A. O.: A Statistical Analysis 
of a Study of the Prevention of Infection in Soft) Part 
Wounds, Compound Fractures, and Burns with Special 
Reference to the Sulfonamides, Surg., Gynec. & Obst. 80: 
263-2968 (March) 1945, 
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knowledge, developed a clinical gas infection 
between the time of admission to the hos- 
pital and the time at which definitive surgery 
was performed or the patient was evacuated 
without surgery. The plan of prevention was 
as follows: 
Examination and redressing 

As soon as a patient was admitted to a 
ward, he was examined by a medical officer, 
and the extent, type, and severity of the 
wound were evaluated. The area surround- 
ing the wound was then cleansed, and a fresh 
sterile dressing applied. Any necessary symp- 
tomatic or supportive treatment was insti- 
tuted. American wounded received a booster 
dose of tetanus toxoid; others received 1500 
units of tetanus antitoxin. 


Chemotherapy 

All patients who were candidates for gras 
infection (except those with definite contra- 
indications such as abdominal wounds or un- 
consciousness) were routinely given sulfadi- 
azine by mouth’. After an initial dose of 4 
Gm. all patients received 1 Gm. every four 
hours. Penicillin was routinely given intra- 
muscularly in doses of 20,000 units every 
four hours. 


Reduction of time interval between 
wounding and surgery 

The time interval between wounding and 
definitive surgery was kept to a minimum. 
Triage 

Simply defined, triage means the assign- 
ment of priority for surgery. Such a defini- 
tion is misleading, however, as many factors 
are involved in the proper assignment of 
priority even when one censiders it only from 
the standpoint of the prevention of gas in- 
fections. First, the triage officer (who is 
usually the chief of surgery or his assistant) 
should be a well trained surgeon who posses- 
ses keen surgical judgment. He must be cap- 
able of making rapid, but accurate decisions. 
He must know the diagnosis and the extent 
and relative severity of the wounds of all 
preoperative patients. Through cooperation 
with the chief of the ward section, he must 
see that new admissions do not overlap with 
old ones. Through cooperation with the ad- 
mitting officer, he must see that incoming 
patients are roughly divided into high and 
low priority cases, and admitted to corres- 


8. Examination of the Surgical Battle Casualty under Field 
Conditions, Med. News No. 1, Headquarters, First U. S. 
Army, Jan., 1944. 


122 
ponding wards. Proper admission of patients 
is as important as any single factor in triage. 

Once the patient is properly admitted, he 
is examined by the triage officer, who an- 
alyzes the case from the standpoint of the 
causative agent, the type, location, severity 
and age of the wound, and decides how great 
is the danger of gas infection and how long 
surgery can be postponed without adding un- 
necessarily to the risk of gas infection. The 
results of his findings are weighed against 
those of all patients awaiting surgery who 
have been given a priority, and a priority is 
assigned to this particular case. The perti- 
nent information concerning the patient is 
entered on a triage record—a_ separate 
record being kept for each ward. An example 
of the triage record used in this hospital is 
as follows: 
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ity; (3) it allowed the triage officer to weigh 
the patients in one ward against those in an- 
other; (4) it was of inestimable value to the 
ward personnel in caring for the patients 
and completing the necessary administrative 
records; and (5) it allowed the shifting of 
key personnel to a “fresh” ward when one 
had been completed. 

The following system for recording prior- 
ity was established. 

Priority 1—Mandatory that surgery be performed 
at the earliest possible moment. In. this priority 
group the actual emergency of the case was further 
indicated by the addition of a + mark, Thus a 
1 ++-+-+ priority was indicative of uncontrollable 
hemorrhage and was the highest priority given; 
1 +++ indicated penetrating wounds of the abdo- 
men without evidence of hemorrhage, and so on 
down to 1 +, which was indicative of extensive soft 
tissue wounds contributing to shock. 

Priority 2—Mandatory that surgery be performed 
at this hospital, but the patient can wait for a period 


Ward No. 2 


Name Bed No. Diagnosis (brief) X-Ray Priority 

Doe, J. 1 Shell wound, penetrating, severe, rt. thigh, with FCC* Yes (avail- 1 
femur, Peripheral pulses palpable. able for 

surgeon) 

Doe, G. 2 Bomb wound (aerial), severe, left upper thigh and Yes 1+ 
buttocks, with extensive soft tissue damage and mod- 
erate shock. Vessels and nerves intact. 

Doe. W. 3 Gunshot wound, mild, perforating, left leg. Pulses Yes 3 
palpable. 

Doe, M. 4 Bomb wound (mine), with incomplete traumatic amp. Yes 11.4 
left leg, severance of anterior and posterior tibial ar- 


teries, FCC* tibia and fibula with 


moderate hemor- 


rhage from stump controlled by tourniquet. 


Comminuted compound fracture 


-atients are referred to surgery in accord- 
ance with their priority on the above record. 
Through this method no patient is over- 
looked. If the patient load is such that twelve 
to eighteen hours elapse before the patient 
“an be sent to the operating room, the addi- 
tional time interval will increase his prior- 
ity. This record also serves as a source of 
information to the alternate triage officer 
duriny his tour of duty, and prevents dupli- 
‘cation of work. 

In this hospital patients were admitted to 
a ward by serial bed numbers until it was 
filled, and then a second ward was opened. 
Once a ward was filled, no more patients 
were admitted to it until all the patients in 
it had been sent to surgery, transferred to 
other wards, or evacuated. This plan served 
five very important purposes: (1) It kept 
patients in groups according to the time of 
admission to the hospital; (2) it relieved the 
triage officer of having to return to a ward 
once all patients on it had been given a prior- 


of four to six hours without appreciably affecting 
his chance of recovery. Large numbers of patients 
were placed in this priority as a preventive measure 
against gas infection. 

Priority 3—Preferable that surgery be performed 
at this hospital, but a delay of six to eighteen hours 
would not appreciably affect the patient’s chance of 
recovery. In the event that the backlog of patients 
in prioritv 1 and 2 reached a twenty-four hour level, 
most of these patients could be evacuated to a hos- 
pital in the rear and receive definitive surgery in less 
than twenty-four hours, All patients placed in this 
category were transportable, 

Pricrityv —~Debridement should be done, but be- 
cause of the minor nature of the wound a delay of 
twenty-four hours would not appreciably affect the 
chance of recovery, All patients in this category 
were transportable and could be evacuated en masse 
if the backlog of priorities 1, 2, and 3 reached a 
twenty-hour hour level. 

With this information recorded on the 
triage sheet, the triage officer was able to 
maintain an up-to-the-hour working knowl- 
edge of all preoperative patients, and proper- 
lv dispatch them to surgery. The phrase 
“properly dispatch to surgery” may be mis- 
leading, since there is a great deal more to it 
than simply referring the patient to surgery 
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according to his priority. Even after the pa- 
tient had been properly prepared for surgery 
(put in the best possible condition to with- 
stand the operative procedure which must be 
carried out), the triage officer still had to 
maintain a very close liaison with the operat- 
ing surgeons. Many of the patients had been 
worked over and observed for a period of 
hours before meeting the operating surgeon. 
It is true that information gained from 
special studies and observations made by the 
ward surgeon and triage officer was entered 
on the clinical record and was available to 
members of the operating team. However, 
there was no way in which the patient’s 
status could be so accurately made known to 
the operating surgeon as by a short and con- 
cise oral resumé of the case given by the tri- 
age officer. The plan which was followed in 
this hospital is outlined below: 

A waiting room for preoperative patients 
was assigned to each operating team, and all 
patients sent to this waiting room were to be 
operated on by that particular team. It was 
the duty of the enlisted assistant to the 
triage officer to keep an accurate check of 
the number of patients waiting, and to notify 
the triage officer when more were needed. 
The triage officer could then refer to his 
triage record and designate by ward number 
and name the patients who were to be sent 
to that type of operating team (thoracic, ab- 
dominal, or orthopedic). The enlisted assist- 
ant would then present to the litter bearers 
servicing the team the list of patients to be 
picked up. In this manner the triage officer 
was able, within certain limits, to send pa- 
tients to the team best suited to care for 
their particular case. 

The patient’s x-rays always accompanied 
him to surgery. In many cases, particularly 
those in priorities 3 and 4, the patient plus 
the x-ray made the diagnosis self-evident 
and the treatment obvious. In priorities 1 
and 2, however, many of the cases were diag- 
nostic problems and also presented problems 
as to management during operation and as 
to choice of operative procedures. In this 
latter group the triage officer carefully dis- 
cussed the case with the operating surgeon, 
and, where doubt existed as to the indicated 
treatment, advised him as to the procedure 
to be followed. If further consultations were 
deemed advisable, they were completed prior 
to sending the patient to the operating room. 

This method made it unnecessary for the 
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operating surgeons to leave the operating 
pavilion during their tours of duty, thereby 
eliminating waste of time. However, they 
obtained the full benefit of all studies and ob- 
servations made before the patient came 
under their care, and were not forced to per- 
form blind and mechanical surgery. 
Evacuation without definitive surgery 

When the backlog of patients awaiting 
surgery reached a twenty-four hour level, 
evacuation of certain patients without defini- 
tive surgery was begun. The first to go were 
those in priority 4. If the backlog was still 
too great, selected patients with priority 3 
were evacuated until the twenty-four hour 
level was reached. The twenty-four hour level 
is determined by the triage officer on the ba- 
sis of the maximum output of the operating 
surgeons and on the type of cases awaiting 
surgery. After a little practice this estimate 
should be accurate within a 5 to 10 per cent 
range of error. 

Patients evacuated on this plan were as- 
sured of receiving definitive surgery sooner 
than if they were held in the original hos- 
pital, and all patients retained in the hos- 
pital were assured of definitive surgery with- 
in twenty-four hours. During our entire 
function it was never necessary to evacuate 
priority 2 patients without definitive surg- 
ery, although we were not always able to stay 
within a twenty-four hour surgical backlog 
because of physical and administrative prob- 
lems of evacuation. 


Adequate debridement 


The term “debridement” may be defined as 
“excision of all devitalized tissue, release of 
tension or completing such measures as are 
necessary to prevent post-operative tension, 
removal of all foreign material, careful 
hemostasis, and establishment of adequate 
drainage.” This all embracing definition is 
not an attempt to discredit the standard us- 
age of the terms “debridement,” “wound ex- 
cision,” and “épluchage,” but merely points 
out the war surgeon’s interpretation of the 
term “debridement.” While I am not an ad- 
vocate of “butchery,” I am of the firm con- 
viction that the only way in which this type 
of debridement can be accomplished is by an 
adequate incision—an incision large enough 
for good visualization even to the depths of 
the wound. Even the most experienced of 
fingers cannot differentiate viable from non- 
viable tissues. 
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It is the duty of the chief surgeon, who is 
usually the triage officer, to keep a constant 
watch over his operating surgeons, especially 
the young surgeons and those inexperienced 
in war surgery, to see that debridements are 
thorough and meticulous. Because of techni- 
cal difficulties, debridements cannot always 
be perfect. The removal of certain foreign 
bodies may entail greater hazards than the 
risk involved in leaving them; the knowledge 
of the number and type of casualties await- 
ing surgery will force surgeons to take as 
many short cuts as possible; and a surgeon 
who has worked continuously for a period 
of twelve hours or longer does not see a 
wound in the same light as does a rested 
surgeon. It is only through experience that 
the surgeon can assess the “short cuts” and 
employ only those that will not jeopardize 
the patient’s chances of an “uneventful re- 
covery.” For this reason inexperienced war 
surgeons must be closely supervised until 
they develop that “sixth sense” of knowing 
when debridement is complete. 

The following criteria for a complete de- 
bridement were established in this hospital. 

1—The wound should be of such size, 
shape, and depth as to allow for drainage 
from its most dependent recess without re- 
sorting to the insertion of artificial drains. 

2—There should be no evidence of tension, 
and the development of postoperative tension 
should be prevented by adequate incisions in 
the skin and deep fascia, and, where indi- 
cated, in the muscle sheaths. 

53—All devitalized tissue, especially muscle, 
should have been excised. All remaining 
muscle should bleed when cut and respond 
to external stimuli. 

4— All foreign bodies, exclusive of certain 
metallic objects, should have been removed. 
Small metallic foreign bodies and high velo- 
city missiles (rifle, pistol, and machine-gun 
bullets) may be left if their removal entails 
surgical hazards or will greatly increase the 
operative time. 

5—Hemostasis should be so complete as 
to obviate the possibility of a hematoma’s 
forming in the wound postoperatively, or 
the loss of significant amounts of blood. 

While it was imposible to obtain these end 
results in every case, the surgeon who sub- 
consciously reviewed these five axioms on 
completion of a debridement would not over- 
look one of these important steps and would 
obtain the best results possible under the 
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existing circumstances. 
Postoperative dressings 

The application of dressings postopera- 
tively, while it does not constitute part of the 
operative procedure, should receive mention. 
Dressings are the responsibility of the oper- 
ating surgeon, and he should take great care 
to see that they are supportive but not con- 
stricting, and that they do not interfere with 
circulation or drainage. Their application 
should never be entrusted to an untrained 
assistant. All casts should be split. 


Diagnosis 


In order to treat any disease or injury 
adequately the surgeon must first arrive at a 
diagnosis. Detailed description of the clini- 
cal and laboratory findings in gas infections 
are to be found in the literature’. Some of 
the diagnostic methods employed in civilian 
hospitals are not available to evacuation hos- 
pitals without considerable delay—and delay 
cannot be reckoned with in the diagnosis of 
this condition. 

Three of our five senses, judiciously used, 
constitute the greatest aids in diagnosis— 
namely, sight, touch, and smell. Through 
these three senses, an accurate diagnosis can 
usually be made on a clinical basis. Direct 
smear may show the presence of organisms 
morphologically characteristic of the clostri- 
dial group. Smears can only be used as cor- 
roborative evidence, however, since the or- 
ganism cannot be positively identified except 
by cultural methods, and since many wounds 
showing no clinical evidence of gas infection 
will contain such organisms. To await the 
report of culture to establish a positive diag- 
nosis is to court disaster. Roentgenograms 
may reveal the presence of gas in tissues, 
but this may be caused by saprophytic gas- 
forming organisms. Thus we revert to our 
three valuable senses to make the immediate 
diagnosis, and use the laboratory aids as cor- 
roborative evidence. 

In the series reported, I saw all cases pre- 
operatively and concurred in the clinical 
diagnosis of gas infection. The laboratory 
findings corroborated the clinical diagnosis 
in 14 cases. In 4 cases the records did not 
contain a report on the cultures or smear, 
although both were done in every case. While 
a tentative clinical diagnosis was made pre- 
operatively, the gross pathologic diagnosis 
42:109-111 


4. Cole. W. H.: Kentucky M. J. 


(April) 1944. 


Gas Gangrene, 
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was made at the time of operation. In many 
‘“ases an exploratory incision was required 
to determine the extent of the pathologic 
process. 

Several types of gas infection have been 
described, on the basis of the extent and se- 
verity of the pathologic process”). The gross 
pathologic diagnoses found to suit our needs 
best were as follows: 

1. Subcutaneous gas infection is usually 
a fairly diffuse process in which the infec- 
tion is limited to tissues superficial to the 
deep fascia. It is characterized by discolor- 
ation of skin, formation of blebs, necrosis 
of fat, a foul, mousy odor, subcutaneous ac- 
cumulation of gas, and few systemic symp- 
toms. 

2. Gas abscess: The formation of an ab- 
scess with the same general characteristics as 
the subcutaneous infection, except that there 
is more localization. 

3. Localized myositis usually occurs in 
combination with subcutaneous infection or 
gas abscess; it is always associated with a 
break in the deep fascia, usually from a pene- 
trating or perforating wound. The muscle 


immediately surrounding the wound is in- 
volved in varying degrees. The process does 


not involve an entire muscle, or group of 
muscles. Systemic symptoms may or may 
not be severe. 

4. Diffuse myositis typifies the classical 
“gas gangrene,” and always involves an en- 
tire muscle or group of muscles. This type 
is most often associated with an impaired 
circulation; the course is fulminating, and is 
accompanied by extremely severe systemic 
symptoms. There is nearly always an asso- 
ciated subcutaneous infection or gas abscess. 

Treatment 
Preoperative 

The diagnosis having been established, 
active treatment of the patient was insti- 
tuted. It is to be remembered that all pa- 
tients were carefully prepared for surgery, 
having received sulfadiazine and penicillin, 
as well as blood or plasma, or both, when in- 
dicated. Where the diagnosis was definitely 
established preoperatively, the patient re- 
ceived polyvalent antitoxin prior to oper- 
ation. 

Operative 

The operative procedure was determined 

by the extent and severity of the process and 


5. Bailey, H.: Surgery of Medern Warfare, Baltimore, Wi!- 


liam Wood & Co., 1942, vy. 1, pp. 128-139. 
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the general condition of the patient. All cases 
of subcutaneous infection and gas abscess 
were treated by debridement. The majority 
of cases of localized myositis were treated 
by debridement, but occasionally, because of 
interruption of blood supply, extensive soft 
tissue damage, and compound comminuted 
fractures, amputation was the procedure of 
choice. Where a single muscle or small group 
of muscles was involved, amputation was 
performed at the lowest level deemed safe; 
the proximal stump of the extremity was de- 
brided, and the involved muscle excised. In 
all cases of diffuse myositis (classical gas 
gangrene) except one, a guillotine amputa- 
tion was performed. When possible, the am- 
putation was proximal to the highest point 
of invelvement. When this was not possible, 
amputation was performed as low as possible 
and extensive debridement was carried out 
proximal to the amputation. Sulfanilamide, 
penicillin, or both were used locally in all 
wounds following debridement. 


Postoperative 

Postoperatively the patient received the 
following supportive and chemotherapeutic 
treatment: 

1. Blood transfusion: The need for blood 
transfusion was determined by the red blood 
cell count and hemoglobin. An attempt was 
made to keep the red blood cell count above 
3,500,000, and the hemoglobin above 70 per 
cent. Stored whole blood was used in most 
cases because of its availability. In cases 
that did not respond to the stored blood, in- 
direct transfusions of fresh blood were given. 
No patient was given more than 500 ce. of 
blood at one time, although several patients 
with very low red blood cell counts and hemo- 
globins received two or more transfusions 
in twenty-four hours. 

2. Plasma transfusion: Plasma was used 
to combat postoperative shock and because 
it was the simplest and most readily avail- 
able means for maintenance of optimum 
plasma protein levels. 

3. Parenteral fluids: A 5 per cent solution 
of glucose in normal saline was given intra- 
venously to those patients who were not able 
to maintain an adequate fluid intake by 
mouth, and to those with a decreased urinary 
output. 

4. Sulfadiazine: The routine administra- 


§. Wilensky, A. O.: The Treatment of Acute and Chronic 
Protein Deficiencies, Surg., Gynec. & Obst. 80:823-337 (May) 
1945, 
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tion of sulfadiazine in doses of 1 Gm. every 
four hours, begun preoperatively, was con- 
tinued after operation. In a few instances a 
comparable amount was given intravenously 
until the patient could tolerate it orally. 
There was no set time for discontinuing the 
drug. As a general rule, it was discontinued 
when the patient no longer manifested any 
systemic reaction from the infection and 
when evidence of local infection at the site 
of the wound had disappeared. Hypersensi- 
tivity was a rare cause for its discontinuance. 

5. Penicillin: After operation the rou- 
tine preoperative dose of 20,000 units of 
penicillin was increased to 40,000 units every 
four hours until the systemic reactions had 
subsided. It was then reduced to 20,000 
units every four hours and maintained at 
this level until all vestige of the gas infection 
had disappeared. As in the case of sulfa- 
diazine, there was a tremendous variation in 
the total amount received. Sensitivity to 
penicillin was not encountered. 

6. Antitoxin™': Polyvalent gas antitoxin 
was used. An attempt was made to see that 
every patient received the initial dose prior 
to operation. Intravenous therapy with mas- 
sive doses was tried in 4 cases and discon- 
tinued because of frequent and severe reac- 
tions. This method was replaced by the fol- 
lowing plan: An initial dose of 40,000 units, 
divided equally into intramuscular and intra- 
venous injections, was followed by 20,000 
units given intramuscularly every eight 
hours until the systemic reaction had sub- 
sided and local evidence of gas infection had 
disappeared. Even with this method, it was 
necessary to discontinue the antitoxin in 1 
or 2 cases because of severe reactions follow- 
ing its administration. As in the case of sul- 
fadiazine and penicillin, there was a wide 
variation in the total amounts received. 

7. Other supportive and symptomatic 
treatment was emploved as deemed _ neces- 
sary. 

Analysis of Bighteen Cases of 
Clostridial Infection 
Incidence 
Jetween June 14, 1944, and May 8, 1945, 
there were 21,566 admissions to the hospital. 
Of this number 12,934 were wounded and in- 
jured patients, distributed as follows: 
U. S. troops 11,763 (Wounded 8,146, 
injured 3,617) 
7. Harris, ©. M., and Leviton, L. R.: Penicillin Treatment of 
Gas Gangrene, Am. J. Surg. M1-396 (Sept.) 1945. 
“War Injuries” in Civil Practice, Surg., 
78:200-206 (Feb.) 1944. 


8s. Warthen, H. J.: 
Giyvnec, & Obst. 


NORTH CAROLINA MEDICAL JOURNAL 


March, 1949 


8 
Allied troops ................... 142 
Civilians ......... . 298 
Enemy troops .............. 723 


A total of 10,059 patients were operated 
upon, 9,101 of whom were wounded or in- 
jured. The total number of wounds debrided 
in these 9,101 patients was in excess of 30,- 
000. The diagnosis of clostridial infection 
was made on 18 patients, 12 of whom were 
enemy soldiers and 6 of whom were U. S. 
soldiers. All infections occurred in wounded 
patients. 

From the above figures the following sta- 
tistics on the incidence of clostridial infec- 
tions in one evacuation hospital are derived: 


Incidence of all admissions 08% 
Incidence of all wounded and injured 14% 
Incidence in U. S. troops (wounded 

and injured) 05% 
Incidence in U. S. troops (wounded only) 07% 
Incidence in enemy troops 

(wounded and injured) 1.66% 


Pre- end postoperative incidence (table 1) 

Thirteen cases (72.2 per cent) of clostri- 
dial infection were diagnosed on the first 
examination after the patient’s admission to 
the hospital. In 5 cases (27.8 per cent) clos- 
tridial infection developed postoperatively 
following the original debridement per- 
formed in this hospital—an incidence of .04 
per cent for all patients operated upon, or 
approximately .016 per cent for the total 
number of wounds debrided. 

Time interval between wounding and 
surgery (table 1) 

The average time interval between wound- 
ing and surgery in U.S. troops was twenty- 
three hours, as compared with 68.6 hours for 
enemy troops. Comparison of the time inter- 
val with the percentage of cases occurring 
in U. S. and enemy troops bears out the be- 
lief that the time interval between wound- 
ing and surgery is an important factor in 
the development of a clostridial infection. 
Causative agent (table 1) 

Seventeen patients, or 94 per cent of those 
developing gas infections, were wounded by 
fragments from high explosive shells. One 
patient was wounded by fragments of a hand 
grenade. Wounds from high velocity missiles 
of small arms (pistol, rifle, machine gun) 
are not as conducive to the development of 
gas infections as fragmentation shells and 
bombs, because they produce less soft tissue 
damage and are comparatively sterile. 
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Relation of vascular injury to 
gas infections® (table 1) 

In 5 of the 18 cases (28 per cent), the 
major source of blood supply to the extrem- 
itv was destroyed (brachial artery in 2, 
popliteal artery in 2, anterior and posterior 
tibial arteries in 1). All patients in this cate- 
gory developed diffuse myositis (acute, ful- 
minating classical gas gangrene) and _ re- 
quired amputations as a life-saving measure. 
It is interesting to note that in 3 of these 
cases (cases 13, 14, and 18) the gas infec- 
tions developed following operations per- 
formed in this hospital, in which an attempt 
was made to save an extremity after the ma- 
jor source of blood supply had been de- 
stroyed. This fact illustrates the great sus- 
ceptibility of tissues deprived of adequate 
blood supply to gas infections. 

Pathologie diagnosis 

From a gross pathologic point of view 
13 patients (72 per cent) had a diffuse myo- 
sitis, 3 (17 per cent) a localized myositis, 
9. Power, 


Vascularization of Muscles, Brit. M. J. 
1945, 


R. W.: Gas Gangrene with Special Reference to 
1:656-658 (May 12) 


Table 


SURGICAL 


Amputation abovr 


level of infection 


Blood Plasma 
= = tery (ec) 
1 i 8,400 2,250 

2 1,000 

3 |+(3) 500 

+ 500 500 

5 1 500 500 

6 500 

7 4 500 

8 4 250 

9 750 
10 + 750 
11 + 
122 |+ 1,000 1,250 
13. 1,500 1,500 
14 {+ 500 500 
15 ee 1,500 500 
16 2,850 4,000 
17 rn 1,000 500 
18 + 2,700 3,500 


7 


Amount not shown in record. 
Amount not stated. Be 


debridement of left. thigh. 
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1 (5.5 per cent) a subcutaneous infection, 
and 1 a gas abscess. 
Therapy (table 2) 

Amputation above the level of infection 
was performed in 8 cases (44.4 per cent) ; 
amputation of the nonviable part of the ex- 
tremity, with debridement of proximal ex- 
tension of the infection, in 4 cases (22.2 per 
cent); and debridement, with or without 
muscle excision, in 6 cases (33.3 pe cent). 
One of the patients (case 3) had gas infec- 
tion in both lower extremities, one requiring 
amputation and the other requiring debride- 
ment. 

As supportive treatment, whole blood 
transfusions were administered in 12 cases 
(66.6 per cent), plasma transfusions in 15 
cases (83.3 per cent), sulfadiazine in 18 
cases (100 per cent), and polyvalent gas 
antitoxin in 17 cases (94.4 per cent). The 
one patient who did not receive antitoxin 
died from peritonitis associated with mul- 
tiple intestinal perforations; he was so ill 
that it was felt that the possibility of a hy- 
persensitivity reaction forbade the use of 
antitoxin. 


SUPPORTIVE END RESULTS 


Penicillin Sulfadiazine Antitorin 


Died 


(Units) (Gim,) (Units) 
910,000 45 300,000 a: 

Yes!!! Yes'!) Yes! 4 
720,000 24 220,000 a 
400,000 17 140,000 4 
320,000 22 200,000 
260,000 10 200,000 } 

240,000 26 160,000 a 

680,000 21 Yes‘?! 

520,000 12 

200,000 36 

300,000 13 

280,000 14 60,000 me 
1,000,000 66 780,000 

540,000 27 + 

160,000 6 60,000 445) 
2,080,000 3 600,000 

920,000 26 60,000 + 
1,470,000 27 220,000 ae 

3 


wuse of routine treatment, all are assumed to have received approximately 200,000 units. 


. Died within a few heurs following surgery. A fatal reaction from antitoxin was feared. ; 
Patient died as a result of multiple intestinal perforations with diffuse peritonitis. Gas abscess of abdominal wall played 


i 
3. Amputation of right leg; 
4 


secondary role in cause of death. 


| 
Tot. & 1 
| 
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Mortality (table 2) 

There were a total of 3 deaths in this 
series—an over-all mortality of 16.6 per cent. 
One patient, however (case 15), died as a 
result of multiple intestinal perforations and 
peritonitis, and this death was not attribut- 
able to the gas infection (a small superficial 
abscess). The number of deaths due to gas 
infection was 2—a mortality rate of 11.1 per 
cent. 


Summary and Conclusions 


1. The management of war wounds in 
one evacuation hospital has been discussed, 
with reference to the prevention and treat- 
ment of clostridial infections. 

2. A detailed plan of triage as used in this 
hospital has been outlined, and its import- 
ance in the prevention of clostridial infec- 
tions has been stressed. 

3. A statistical analysis of 18 cases of gas 
infection treated in this hospital has been 
presented. 

4. No attempt has been made to assess 
the therapeutic value of surgery, sulfona- 
mides, penicillin, or antitoxin alone, since 
94 per cent of all patients treated received 
all four measures. One patient did not re- 
ceive antitoxin. 

5. It is believed that the incidence, mor- 
bidity, and mortality of gas infections in this 
hospital were favorably influenced by hav- 
ing a definite plan for prevention and treat- 
ment. 

6. As a general rule, transportable pa- 
tients of all types were evacuated within 
twenty-four hours following operation. The 
possibility that some of these patients, as 
well as some of those evacuated without de- 
finitive surgery, may have developed clostri- 
dial infections subsequent to evacuation 
must be admitted. 


Security with regard to avoidance of war cannot 
be assured by purchase of military equipment or 
any amount of research in applications of physical 
and biological science to military technology. This 
is not to argue against such efforts, but to warn 
against too exclusive a reliance on their efficacy. 
The entire documented history of man stresses the 
danger and folly of such reliance. The only way to 
security in international relations lies in a devotion 
to study of the social problems confronting man- 
kind as a whole. This calls for an undreamed of 
development of all the social sciences and their ap- 
plication to social problems in a spirit of high re- 
sponsibility. It calls for an approach to such prob- 
lems which is not limited by traditional thinking in 
terms of group rivalries of any kind. It will not be 
easy, just as it is not easy to develop supersonic jet 
planes and guided missiles.—E. U. Condon: Science 
and Security, Science 107:665 (June 25) 1948, 
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A form of preventive medicine which is 
insufficiently recognized is that of decreas- 
ing the number of births among those hav- 
ing inheritable forms of psychosis or of men- 
tal deficiency. North Carolina is well 
equipped to carry out such a public health 
measure by a law passed in 1929 and 
amended in 1933. This law provides for the 
sterilization of such persons at state or 
county expense, if the procedure is approved 
after a careful review of the case by the 
Eugenics Board of North Carolina. 

Administration of the Sterilization Law 

In many ways this law resembles a quar- 
antine law, since its objective is to prevent 
the production of new cases of disease by 
“isolation” of the old. Unlike the quarantine 
of contagious diseases, however, the sterili- 
zation program is chiefly the responsibility 
of the State Board of Public Welfare. The 
head of each state institution (these are 
supervised by this board) and each county 
superintendent of public welfare are re- 
quired to report to the Eugenics Board per- 
sons who are insane, mentally deficient, or 
epileptic and whose children, in their 
opinion, might be born with a tendency to 
serious physical, mental, or nervous disease 
or deficiency. The consideration of steriliza- 
tion by the Eugenics Board may also be in- 
itiated by the written request of the patient 
or his next of kin or legal guardian. Details 
of the procedure for sterilization under the 
law are clearly described in the recently pub- 
lished “Manual of the Eugenics Board.’’!!! 

An important element in the reasoning 
which led the legislature to place this re- 
sponsibility on the Department of Public 
Welfare was probably the belief that pa- 
tients with psychosis or mental deficiency 
would come into direct contact with the de- 
partment because of the necessity for state 
or county support, or because of antisocial 
behavior. It is customary, too, for an inves- 
tigation to be made by a representative of 
the department before a psychotic or mental- 
ly deficient person is committed by a superior 


1. Manual of the Eugenics Board of North Carolina, Raleigh, 
1948, 
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Fig. 1. Sterilization rate per 100,000 population 
(Source: North Carolina Public Welfare Statistics 


court to a state institution. Furthermore, 
children of such persons, even though nor- 
mal, are apt to need governmental super- 
vision because of their parents’ abnormali- 
ties or lack of earning power, and this super- 
vision comes for the most part from the De- 
partment of Public Welfare. 
Application of the Sterilization Law 

Under the provisions of the law from the 
time of its passage in 1929 to July 1, 1948, 
2044 individuals in North Carolina had been 
protected from parenthood. The majority 
of these (1215, or 59 per cent) had been pa- 
tients in state institutions, and the petitions 
for these persons were presumably filed by 
the heads of the institutions. The greatest 
number of sterilizations were performed on 
residents of Guilford County, where 94 had 
been sterilized; next came Wake with 85, 
Mecklenburg with 77, Durham with 65, and 
Forsyth with 62. In only two counties, 
Chowan and Dare, had there been no per- 
sons sterilized under the state law. 

For accurate comparison, the number of 
inhabitants of each county must be taken 
into consideration. The sterilization rates 
per 100,000 population, based on the 1940 
census, have been calculated and are shown 
in figure 1. The most active counties have 
been Orange and Avery, with 182 and 154 
sterilizations per 100,000. These are fol- 
lowed by Moore, Chatham, Vance, Warren, 
and Transylvania, each with more than 100. 
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in North Carolina, July 1, 1929-June 30, 1948. 


and U. S. Census, 1940) 


For the state as a whole the corresponding 
rate is 57. 

Protection for institutional cases depends 
largely upon the planning and foresight of 
the superintendents of the state hospitals 
and the school for the feebleminded. The re- 
sponsibility for initiating petitions for the 
protection of non-institutional cases rests 
with the superintendent of public welfare in 
each county. An indication of the current 
county activity in this form of preventive 
medicine is, therefore, to be found in the 
numbers of protective sterilizations carried 
out following the filing of a petition by the 
county superintendent. 

During the last fiscal year, ending June 
30, 1948, 75 sterilizations initiated by this 
official had been reported in forty counties'”’. 
Forsyth and Wake Counties each reported 8 
cases, the largest number. The numbers of 
these operations in proportion to county 
populations are shown in figure 2. Person 
County occupies first place, with 16 per 100,- 
000, followed by Hertford and Perquimans 
with 10 each. In sixty of the counties no 
non-institutional protective operations were 
completed during the year. For the entire 
state, including the inactive counties, the rate 
for sterilizations initiated by county super- 
intendents was 2.1 per 100,000. 

In the consideration of other public health 
procedures the question is customarily asked, 
“Has it been adequately ?” . For 


applied? 
2. North Carolina Public Welfare Statistics, 
1948, 
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Sterilization rate (excluding sterilizations initiated by state institutions) per 100,000 pop- 
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tubectomy the answer cannot be based, as in 
the case of protective vaccination, on the 
number of cases of disease which continue 
to appear. Insanity and feeblemindedness, 


when they are inherited, are frequently due 


to simple recessive genes which produce no 
effect in the single or heterozygous state, but 
produce mental defect in those receiving a 
double dose (homozygous state) of the gene. 
Thus these conditions will be transmitted by 
numerous apparently normal “carriers,” and 
new cases will continue to appear even if all 
individuals in whom the defect is apparent 
are kept from becoming parents. Until some 
method of identifying the carriers becomes 
available, a certain number of new cases are 
to be expected annually. A proportion of 
those now appearing are preventable, how- 
ever. Sterilization will keep some new cases 
from appearing and will prevent the trans- 
mission of many undesirable recessive genes 
which may cause psychoses or mental defi- 
ciencies in future generations. Furthermore, 
it will protect potential children from being 
brought up by inadequate parents. 

The energy with which a public health 
measure is applied is usually determined in 
part by its cost and by the personal sacrifices 
involved. For tubectomy the cost to the state 
and county should not be a serious deterrent. 
For a salpingectomy the expense is frequent- 
ly less than that of the first delivery which 
would have been required in its absence. For 
a vasectomy, which may be done in an out- 
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patient clinic, the cost is still less. The sac- 
rifice on the part of the patient is minimal, 
since several series of cases have shown that 
there is no change in sexual desires or char- 
acteristics. For example, Craft reported, 
after interviewing 70 males and 42 females 
sterilized in South Dakota, that there were 
no recognizable changes in their sex life. 

The North Carolina Committee on the 
Problem of the Feebleminded estimated that 
2 per cent of the state’s inhabitants were 
mentally deficient’. This amounts to 70,000 
persons. If it is assumed that these individ- 
uals have an average life span of fifty years, 
we can calculate that there are 1,400 new 
cases added to this group annually. As this 
is nine times the number sterilized for all 

‘auses during the last fiscal year, it appears 
that the protective program has not yet 
reached adequate proportions. 


The Responsibility of the Medical Profession 

One reason for the inadequacy of this 
program lies in the ignorance of the publie 
concerning the nature of this operation. 
Consent to the sterilization by the patient or 
his family is an important element in the 
procedure, since without it the operation is 
very seldom performed. In the present state 
of public information, few of those whose 
consent is required realize that no sacrifice of 


3. Craft. J. H.: The Effects of Sterilization, J. Heredity, 27: 
379 (Oct.) 19386. 

t. Report of the Committee on Caswell Training School in 
Its Relation to the Froblem of the Feebleminded of the 
State of North Carolina, Raleigh, 1926. 
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sexual characteristics is involved. If physi- 
cians, to whom the minimal effects of tubec- 
tomy zre obvious, will educate the laity on 
this point, preventive mental hygiene 
through sterilization can be made much more 
complete. 


HEMOLYTIC ANEMIA DUE TO 
SULFADIAZINE 


Report of a Case 
DAN P. BoyETTE, M.D. 
KINSTON 
and 
ARTHUR H. LONDON, JR., M.D. 
DURHAM 


Numerous reports of toxic effects from 
the use of sulfonamide drugs are to be found 
in the recent literature. Precipitation of 
crystals in the kidney and urinary tract is 
the most frequently encountered and usually 
the most benign complication, but skin 
rashes, vomiting, and divers other reactions 
have been reported. The toxic blood dis- 


orders — agranulocytosis, hemolytic anemia, 


and thrombocytopenic purpura—, although 
uncommon, are recognized as the most seri- 
ous reactions, and are the leading causes of 
death from the use of the sulfonamides. 
With the introduction of sulfadiazine and 
sulfamerazine and the elimination of sulfan- 
ilamide and sulfapyridine from our arma- 
mentarium, reports of hemolytic anemia and 
thrombocytopenic purpura have almost dis- 
appeared. However, the following report of 
a case of acute hemolytic anemia resulting 
from the use of sulfadiazine should serve as 
a warning against the indiscriminate use of 
any sulfonamide compound. 


Case Report 


A 3 year old white girl was seen by one of us 
(A.H.L.) on March 30, 1948, because of a mild uvper 
respiratory infection. Sulfadiazine in doses of 0.5 
Gm. every six hours was prescribed. On the after- 
noon of March 31 she had a chill, accompanied by 
high fever; at this time the throat and ear drums 
were mildly injected and occasional rhonchi were 
heard in the chest. The following morning the urine 
was grossly bloody. Sulfadiazine, of which she had 
received only four doses (2 Gm.), was discontinued, 
and she was given 100,000 units of procaine penicil- 
lin in oil intramuscularly. During the ensuing 
twenty-four hours the fluid intake was good. and the 
child voided 1200 ec. of dark, grossly bloody urine. 
On the morning of April 2 examination revealed pal- 


From the Department of Pediatrics, Watts Hospital, Durham, 
North Carolina. 
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lor and jaundice, and the patient was vomiting. Hos- 
pitalization was advised. 

Past and family histories were negative. 

Physical examination on admission to the hos- 
pital revealed an acutely ill child with marked pallor 
and jaundice. There were signs of a mild upper 
respiratory infection, but the chest was clear to 
percussion and auscultation. The temperature was 
99.2 F., and the blood pressure was 110 systolic, 69 
diastolic, The remainder of the physical examination 
was essentially negative. 

Laboratory studies on admission revealed the hemo- 
globin to be 40 per cent (5.8 Gm.), the red blood 
cell count 2,150,000, and the white blood cell count 
9,300, with 7 per cent stab cells, 57 per cent poly- 
morphonuclear cells, 31 per cent lymphocytes and 5 
per cent monocytes. The urine was of port wine 
color, with a specific gravity of 1.028; it gave an 
acid reaction and was negative for sugar, but con- 
tained albumin (3 plus); the microscopic examina- 
tion revealed 15-20 white blood cells, 8-10 red blood 
cells, many granular casts, and an occasional hya- 
line cast per high power field. Blood chemistry de- 
terminations were as follows: urea 58 mg. per 100 
cc., urea nitrogen 27 mg., creatinine 0.9 mg., bilirubin 
8.5 mg., and icteric index 44. Blood and urine cul- 
tures were negative. The blood was type O, Rh 
positive. A blood Wassermann test was negative. 

Spectroscopic examination of the serum showed 
hemoglobin and sulfhemoglobin absorption bands, 
indicating intravascular hemolysis most probably 
due to sulfadiazine. 

Difficulty in establishing a_ satisfactory cross- 
match was encountered, the patient’s cells being av- 
glutinated to some extent by the donor serum in 
every instance. Because of the need of blood, how- 
ever, 50 cc. was given intravenously; the temnera- 
ture immediately sviked to 104 F., but subsided 
ranidly. Parenteral fluids in the form of glucose and 
sixth molar lactate were given freely in an effort to 
alkalinize the urine and to keep the urinary output 
at a high level. 

By the next morning (Apri! 3) the hemoglobin 
had dropned to 28 per cent (4 Gm.), and the red 
blood cell count to 1,370.000. We then passed the 
cells of the donor blood through three washings of 
saline, and gave the child 200 ce. of the saline sus- 
pension of the washed red blood cells intravenously 
without reaction. On the third hosnital day (Anril 
4) the hemoglobin was 34 per cent (5 Gm.). the red 
blood cell count 1,980,000, and the white blood cell 
count 19,600. The urine contained albumin (1 plus), 
and gave an alkaline reaction; no casts were seen, 
though it was still dark red in color. The tempera- 
ture had not gone above 102 F., and the blood vres- 
sure had dropped to an average of 100 svstolic. 50 
diastolic. The blood urea was down to 34 mg. per 
100 ce.; urea nitrogen was 16 mg. per 100 ec., and 
the icteric index was 40. A second intravenous in- 
fusion of 200 ec. of the saline suspension of washed 
red blood cells was given without reaction. 

On the fourth hosnital day (April 5) the hemo- 
globin was 42 per cent (6 Gm.), red blood cells 2,- 
070,000, with & per cent reticulocytes. The child was 
much improved. Parenteral fluid therany was con- 
tinued, On the following day a satisfactory cross- 
match was obtained by using a tvne 0, Rh negative 
donor, and 200 ce. of whole blood was given intra- 
venously without reaction. This procedure was re- 
peated twelve hours later, 

On the sixth hospital day (April 7) the urine was 
clear, alkaline, and contained no albumin and no 
cellular elements or casts. The temperature was 
normal: the blood pressure was 95 systolic, 50 dias- 
tolic. The child’s color was much improved. and for 
all practical purposes she had recovered. The hemo- 
globin was 70 per cent (10.5 Gm.), the red blood 
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cell count 3,400,000, with 8 per cent reticulocytes, 
and the white blood cell count 21,900. 

The patient was discharged from the hospital on 
the tenth day of illness (seventh hospital day), and 
when seen one week later she was still in good con- 
dition. Her hemoglobin was 73 per cent (10.7 Gm.), 
red blood cell count 3,790,000, and white blood cell 
count 10,200. The urine was negative. 


Comment 


Hemolytic anemia is most likely to occur 
early in the course of sulfadiazine therapy, 
usually by the third day. Acute manifesta- 
tions frequently appear overnight. A more 
slowly developing hemolysis has been de- 
scribed by Rachmilewitz, de Vries and Her- 
moni! in 39 per cent of patients receiving 
sulfonamides, but this is a low grade type 
and seldom causes concern. To say that acute 
hemolytic anemia due to sulfadiazine is a 
toxic reaction and is due to individual idio- 
syncrasy is true, but avoids meeting the 
issue squarely. Van Dyke”) stated that the 
reaction results from increased fragility of 
the erythrocytes, attributable to oxidation 
products of the sulfonamide. Harvey and 
Janeway believed it possible that these in- 
dividuals with acute hemolytic anemia pro- 
duce from the sulfonamide a toxin having 
an action on the blood similar to that of 
phenylhydrazine. 

Although acute hemolytic anemia is con- 
sidered one of the rarer complications of 
sulfadiazine therapy, its relatively high inci- 
dence has been pointed out by Dowling and 
Lepper”), who reported, from a controlled 
study, one case among 660 patients who re- 
ceived sulfadiazine. Van Dyke”) stated that 
this reaction is more frequent in children 
than in adults. 

Difficulty in typing and cross-matching 
the blood of patients with severe hemolvtic 
anemia is a frequent occurrence. Minor 
transfusion reactions, which would certainly 
add strain to an already troubled svstem, 
should be carefully avoided. A saline sus- 
pension of washed red blood cells can be 
used with less danger, and may be life-sav- 
ing. The urine of all patients with any 
marked degree of hemolysis should be kept 
alkaline to prevent the crystallization of 
hemosiderin in the kidney. Leukocytosis, 


such as this child had, generally accompanies 

1. Rachmilewitz, M.. de Vries. A.. and Hermoni, D.: The 
Development of Hemolytic Anemia during Su'fa Medica- 
tion, Am. J. Clin. Path, 15:881-388 (Sept.) 1945 

. Van Dvke, H. B.: The Toxie Effects of the Sulfonamides, 
Ann. New York Acad. Se, 44:477-502 (Dee. 14) 1943. 

8. Harvey, A. M.. and Janeway. C. A.: The Development 
of Acute Hemolytic Anemia During Administration of 
Sulfanilamide, J.A.M.A. 109:12-16, (July 8) 1937, 

. Dowling, H. F.. and Lepper. M. H.: Toxie Reactions Fol- 
lowing Therapy with Sulfapyridine, Sulfathiazole and 
Sulfadiazine, J.A.M.A. 121:1190-1194 (April 10) 1943, 
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an acute hemolytic anemia. 
Summary 


Although uncommon, acute hemolytic ane- 
mia may occur during the first few days of 
sulfadiazine therapy. A case occurring in a 
3 year old child has been reported in detail 
in an effort to remind the profession that 
this dangerous reaction is not as rare as it 
is sometimes thought to be. 


The authors are indebted to Dr. Wayne Rundles, 
of Duke Hospital, for the spectroscopic examination 
of the serum. 


TICK PARALYSIS 
A Report of Two Cases in North Carolina 


WILLIAM J. PERRY 
and 
ROBERT B. RAGLAND, M.D. 
DURHAM 


In the western United States, where tick 
paralysis has long been known to exist, clini- 
cians have reported the rapidity with which 
neurologic symptoms are produced in certain 
individuals as a result of the attachment and 
prolonged feeding of ticks of the genus 
Dermacentor”. Within recent years, how- 
ever, many cases of this arthropod-borne 
disease have been associated with human 
infestations of Dermacentor variabilis in the 
eastern states. The number of cases reported 
throughout the Southeast has _ increased 
steadily’. 

A single case of tick paralysis occurring in 
North Carolina has been reported in the lit- 
erature. In this case, reported by Townsend 
and Nash), a clinical diagnosis of bulbar 
poliomyelitis was first made. A tick was 
later removed from the scalp over the right 
parietal eminence at a time when nystagmus 
was constant and involvement of the acces- 
sory respiratory muscles was evident. The 
paralysis ascended rapidly, and the patient 
died of respiratory failure. 

The ticks responsible for the production 
of this syndrome in North Carolina make 
their appearance in the early spring, follow- 
ing the onset of warm weather. As the sea- 

From the Department of Preventive Medicine and Public 
Health and the Department of Pediatrics, Duke University 
School of Medicine, Durham, North Carolina. 
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son progresses, adult ticks become active and 
search enthusiastically for suitable hosts 
from which to obtain blood meals. Man, 
therefore, becomes an accidental host of the 
arthropod, and, from a medical viewpoint, 
the appearance of these ticks heralds the oe- 
currence of cases of Rocky Mountain spotted 
fever and tick paralysis, particularly in the 
younger age groups. 


Etiology 


The female ticks alone are known to be 
responsible for transmitting the toxin. It is 
believed that a period of “activation” is 
necessary for effective transmission to take 
place. Ticks remaining attached to the skulls 
of children, particularly in their hair, may 
go unnoticed until after they have been feed- 
ing for three to four days or longer. Gravid 
female ticks are particularly dangerous. 

The exact mechanism by which this toxin 
is produced, and the period necessary for 
transmission are unknown, although case 
reports available to date would indicate that 
the paralytic agent is injected at least by the 
fourth day of feeding’. The feeding habits 
of the parasite, the susceptibility of the in- 
dividual, and the site of attachment are im- 
portant factors in the production of neuro- 
logic symptoms”. Infants are particularly 
susceptible, and symptoms of bulbar paraly- 
sis—dysphagia, dysarthria, ocular disturb- 
ances, and lingual and facial paralyses—may 
appear insidiously. 

Diagnosis 

Considering the widespread distribution 
of D. variabilis™ throughout North Carolina, 
it is not unreasonable to assume that there 
have been many cases of a mild degree which 
were not reported, the exact diagnosis being 
deferred because ticks were not found upon 
examination of the patients. Early signs and 
symptoms of the disease may appear without 
paralysis, as a result of rapid engorgement 
and early detachment of the vector. 

The differentiation and immediate recog- 
nition of tick paralysis are doubly important 
during a season in which other paralyses, 
notably poliomyelitis, are known to occur. 
Proc. Staff Meet. 
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The ascending paralysis produced by the 
adult female ticks of D. variabilis may be in- 
correctly diagnosed, and the patient may be 
treated for a disease which has an entirely 
different course and prognosis. 

The favorable prognosis of tick paralysis 
relieves the anxiety of the patient or his 
parents and is sufficient reward for a prompt 
recognition of the disease. A positive diag- 
nosis is justified by the discovery of attached 
ticks in a patient with paralysis of the 
muscles of the lower extremities, followed by 
rapid improvement when the tick is removed. 
Because of the ascending nature of the dis- 
ease, failure to remove the tick, or delayed 


removal, may result in respiratory paraly- 
sis), 
Treatment 
Treatment of patients is solely sympto- 


matie and supportive. Early removal of ticks 
will usually prevent the production of bulbar 
symptoms and eventual respiratory arrest. 
The use of a respirator may be necessary 
when weakness of respiratory muscles is evi- 
dent. 


Case Reports 


The 2 following case reports illustrate 
clearly the course of this disease process. In 
‘ase 1, a gravid female and an engorged male 
tick were removed two days after the patient 
was admitted to the Pediatric Clinic at Duke 
Hospital. Identification of the two forms was 
made by the senior author. The species in- 
volved was the eastern dog tick, Dermacentor 
variabilis, the vector responsible for the 
transmission of Rocky Mountain spotted 
fever in the eastern states. In case 2 the 
ticks were removed and destroyed, and 
identification was not possible. A verbal de- 
scription fitted that of D. variabilis. 


Case 1 


The patient was a 6 year old, white female whose 
chief complaint was inability to walk. On the morn- 
ing of admission to Duke Hospital (May 21, 1948) 
she fell to the floor upon arising, and was unable to 
support herself, Her legs buckled with each attempt 
to stand or walk. There was no pain. She was seen 
by a pediatrician, who performed a lumbar puncture 
which was described as negative. There was no his- 
tory of convulsions, headaches, or stiffness of the 
hack or neck. The patient had no fever. Her appetite 
was good, and she vomited only twice during the 
illness. No history of trauma, rash, contact with 
lead, or insect bites could be obtained. The patient 
was said to have had a slight cold for the past two 
or three days. 

Five days previously the patient’s brother had 
developed a morbiliform eruption diagnosed as “red 
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measles” by his physician. The family history was 
negative for muscular dystrophies or any disease 
similar to that of the patient’s present illness. I'he 
past history was noncontributory, 

The physical examination on admission revealed 
the temperature to be C. pulse yo, 
respirations 22, blood pressure 1U6 systolic, 04 dia- 
stouc, ‘Lhe patient was an alert, wei aeveloped and 
well nourished, red cheeked, loquacious, Wane girl 
who did not appear ill, Mer speech was descrived 
as being somewhat slurred. Examination of tne skin 
was negative. The anterior and posterior cervical, 
axulary, and inguinal nodes were shotty. Ine heaa 
Was Ol normal contour, ‘he extraocular movemencs 
were intact; the pupils were round, regular, and 
equal, and reacted to light and accommouaation. Lhe 
tunduscopic examination was normal, ine lett ear 
drum was slightly inflamed. the mucous membranes 
the nose were slightly injected; tne turbinates 
were edematous. The tonsils were moderately en- 
larged. The neck was supple. The spine was norinal 
except for slight tenderness at the site of the lumbar 
puncture. The chest, heart, and lungs were entirely 
normal. The abdomen was negative. The external 
genitalia were normal, 

Neurologic examination showed a normal response 
to pin prick; vibratory and position sense were ap- 
parently normal, There was no apparent weakness 
or paralysis of the musculature of the face, neck, 
upper extremities, or trunk. Symmetrical weakness 
ot the extensors of the legs and flexors of the thigns 
was noted, The child could raise and extend her legs 
slowly but could not maintain these positions, She 
was unable to stand without support, except with the 
knees fixed in hyperextension; the legs buckled when 
she attempted to walk. The triceps retiexes were 
slightly hypoactive, but otherwise the biceps, triceps 
and abdominal retiexes were all active and equal. 
Knee and ankle jerks were absent, bilateraily. The 
plantar refiex was normal, and there was no ankle 
clonus. No nystagmus and no ataxic movements of 
the upper extremities were present. 

Accessory clinical findings: On admission, the 
Kline and Mazzini tests were negative. Blood exami- 
nation showed 14.5 Gm. of hemoglobin, 5,500,000 red 
blood cells, and 22,500 white blood cells, with &3 per 
cent polymorphonuclears, 2 per cent stab cells, 1 per 
cent monocytes, and 14 per cent lymphocytes. ‘The 
sedimentation rate, uncorrected, was 14 mm. per 
hour (Wintrobe method). Examination of the urine 
revealed no sugar, protein or acetone; an occasional 
white blood cell was seen microscopically. A spinal 
puncture revealed a clear fluid with 18 cells per cubic 
millimeter (13 segmented polymorphonuclears and 5 
monocytes). The Pandy test was negative; the sugar 
content was greater than 50 mg. per 100 ce.; no 
organisms were seen on smear; culture was negative. 

Course in the hospital: A neurologic consultation 
was obtained on the day following admission, The 
examination at that time revealed no sensory 
changes; the cranial nerves were normal; there was 
no papilledema, extraocular palsy, or nystagmus. 
The upper extremities seemed normal, and there was 
no nuchal, vertebral, or muscular tenderness; con- 
siderable loss of strength in both hips, and weakness 
in the knees, ankles, and feet were apparent; there 
was no increase in clonus. The patient was unable to 
support her weight alone, and she walked with con- 
siderable wobbling. No ataxia was found on the heel- 
to-knee tests, which the patient was able to perform 
with some help. The knee and ankle jerks were ab- 
sent. The plantar reflex was down. 

On the second morning after admission a large 
engorged female and a smal! male tick were found 
and removed from the frontal vertex of the child’s 
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head. At this time she was able to walk alone, but 
was moderately ataxic. ‘lwenty-tour hours after re- 
moval of the parasites, the patient was pertectly 
normal, The knee and ankle retiexes had returned 
by this time. On May 24 the patient vomited twice, 
but was otherwise perfectly well. Lhe biood 
cell count at this ume was 14,100. She was dis- 
cnarged on May 25, 

When she was seen again on May 27 and on June 
3, she had no complaints. 


2 

Three days before admission it was noted that this 
242 year old colored temaie was unable Lo support 
her weight, though she was able to move her iegs 
while lying down. Lhis partial paralysis ol the tower 
extremities became progressively more severe, and 
the pauent was admitted to the mocky Mount Sani- 
larium, wnere a tenlalive dlagnosis OL poliomyelitis 
Was made. Unofficial reports imdicated that the 
spinal fiuid gave a positive Pandy reaction and con- 
tained 10 wnite blood ceils per cubic millimeter. Lne 
patient nad prodromal symptoms ol poliomyelius. 
ihe patient’s mother thought that the child mignt 
nave nad a fever during the present illness. 

Un the afternoon of admission to Duke Hospital 
the patient had improved in her ability to bear her 
weignt, While she was in the pediatric clinic, an 
engorged tick was removed from the hairline, 

rhysical examination revealed the temperature to 
be ov.8 C, (98.2 the pulse ys, respirations ZU, 
ihe child appeared to be a well developed, tairly 
well nourished, colored temale who did not appear 
ill, Examination of the skin revealed several small 
macular, depigmented areas over the upper extremi- 
lies; there were no interdigital lesions. Snotty lymph 
nodes were felt in the anterior and posterior cervical, 
axillary and inguinal regions, ‘the pupils were round 
and equal, and reacted to light; the discs and retinas 
were normal. The tonsils were slightly injected. Lhe 
neck was supple, but showed some weakness. here 
Was partial paralysis of the lower extremities, which 
was bilateral and equal. The patient was unable to 
stand without assistance. The Babinski and Kernig 
signs were negative. Knee and ankle jerks were ab- 
sent. The patient responded to pin prick throughout 
her body. Examination of the cranial nerves indi- 
cated no involvement, 

Accessory clinical findings: The Kahn and Mazzini 
tests were negative, as were the tuberculin, Schick, 
and histoplasmin tests. Blood examination performed 
on admission revealed a red blood cell count of 
4,250,000, and a hemoglobin of 11.5 Gm.; the white 
blood cell count was 8600, with 65 per cent seg- 
mented polymorphonuclears, 1 per cent stab cells, 1 
per cent eosinophils, 2 per cent basophils, 28 per 
cent small lymphocytes, and 3 per cent large lymph- 
ocytes. Urinalysis was essentially negative. A lumbar 
puncture was done on admission and the pressure 
was recorded as normal; the fluid was crystal clear 
and contained 4-6 white blood cells per cubic milli- 
meter. The Pandy test was negative. Another lumbar 
puncture done on July 14, two days after admission, 
yielded bloody fluid, which was attributed to trauma. 
The pressure was low. The centrifuged fluid was 
clear and contained 60 mg. of protein per 100 ce. 
This elevation was, no doubt, due to the traumatic 
tap. 

Course in the hospital: At no time during her hos- 
pital stay did the patient have fever. On the day 
after admission the Romberg sign was positive and 
the patient was unable to stand without assistance. 
The neck was slightly weak. At this time partial 
paralysis of the left facial nerve was noted for the 
first time. Two days after admission the patient 
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could stand fairly well by holding herself against 
the bed. She was ataxic and the Romberg sign was 
still positive. It was noted that the paresis of the 
left facial nerve was improving. The knee reflexes 
had not yet returned. 

Three days after admission the patient could stand 
by herself and could walk, although she used a wide 
base. The facial paralysis had almost disappeared, 
and the knee reflexes were physiologic. Five days 
after admission the patient could walk without as- 
sistance and the ataxia had almost disappeared; 
the facial paralysis was gone, On the day of dis- 
charge the patient could walk well and the ataxia 
had disappeared completely. 

Summary 

1. Two cases of tick paralysis are pre- 
sented. 

2. Dermacentor variabilis, the eastern dog 
tick, was identified as the responsible vector 
in one case and was probably the causative 
agent in the other. 

3. In both cases presented there was a 
rapid onset of weakness and subsequent 
paralysis of the lower extremities. The neu- 
rologic symptoms began to regress within 
twenty-four hours after removal of engorged 
female ticks, and recovery was rapid and 
complete. 

4. Tick paralysis is an ascending paraly- 
sis occurring during the summer months. It 
is therefore important in the differential 
diagnosis of poliomyelitis. 


THUMBNAIL SKETCHES 
OF EMINENT PHYSICIANS 


SIR WILLIAM OSLER 
Mrs. JOSIAH C. TRENT, Editor 
DURHAM 
EDITOR’S FOREWORD 

This year, 1949, marks the centenary of 
Sir William Osler’s birth. It is fitting for us 
to review in the ensuing months a few of 
the many aspects of his life. 

Here was a great clinician, medical his- 
torian, collector, pathologist, philosopher, 
and pioneer in public health, hospital social 
service, and anti-tuberculosis work. He revo- 
lutionized the teaching of medicine and wrote 
a textbook that became a classic, not just 
among English-speaking peoples but 
throughout the world. Above all, Sir William 
Osler was a “whole” man, who, as Dr. J. 
George Adami has said, “combined in the 
same degree the study, practice, and teach- 
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ing of the science and art of medicine.” 

The inscription on the memorial tablet to 
Osler in the Montreal General Hospital ends 
with these words: “HE FOLLOWED THE 
GOLDEN RULE.” 

It is well to cherish memories of this 
great physician and keep them from becom- 
ing less vivid. Let us hope that others will 
be inspired to emulate Sir William’s noble 
achievements now and in the years to come. 
* 


I 
REMINISCENCES 


It was Sir William’s custom to dash into 
various laboratories and to ask amusing and 
often disconcerting anatomical questions of 
students who were dissecting, or to look 
down the microscopes and inspect the slides 
of those studying pathology and bacteriology. 
Osler was a magnificent teacher, and made 
everyone with whom he came in contact feel 
that he was primarily and genuinely inter- 
ested in that individual. I have since met 
hundreds of his former students in America 
and England who shared that belief. For 
example, Thomas B. Futcher, who was sup- 
posed to give me an examination in medicine 
when I transferred to Johns Hopkins in 
1916, happily chatted about the Chief for an 
hour and then gave me a good grade. John 
Musser did the same thing when I took the 
National Board Examination in 1919. In 
fact, passing examinations seemed more de- 
pendent on an acquaintance with Osler than 
on a knowledge of medicine; perhaps they 
were synonymous. 

During my first year in medicine, I at- 
tended his ward rounds every week at the 
Radcliffe Infirmary, and although I had great 
difficulty in understanding many of the medi- 
cal terms and still more in spelling them, I 
was occasionally delegated to write on the 
patients’ histories the notes he dictated. I 
may not have learned much clinical medicine 
at this stage, but I believe my preclinical 
work profited tremendously. It became more 
interesting, because its clinical application 
and significance were made so apparent. By 
attending Osler’s ward rounds while a first 
year student I was unconsciously performing 
an experiment in medical education which is 
now part of the curriculum in several medi- 
cal schools, 

One of the most delightful features of the 
medical training at Oxford was Sir William’s 
interest in the history of medicine. At inter- 
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vals throughout the year he would send six 
or seven of us one of the following treasured 
invitations: 

From the Regius Professor of Medicine, Oxford 

Dear Davison, 

If free, dine here, please, with me Thursday 
evening, 23rd, 7:30. 
Sincerely yours, 
Wm. Osler 

After dinner he would bring out many of his 
precious bocks and we would spend hours in 
poring over them while he explained the part 
Avicenna, Paracelsus, Leonardo da_ Vinci, 
and others had played in medicine. These 
evenings provided us with a background that 
was invaluable. This pleasant indoctrination 
gave me a leading interest in medical his- 
tory, culminating in visits to the Aesculap- 
ium at Epidaurus and other medical shrines. 

During my third year in medicine, because 
of the shortage of physicians occasioned by 
the war, I was appointed an intern at Rad- 
cliffe Infirmary. Sir William, in addition to 
being the Regius Professor of Medicine, 
was the physician-in-chief there, or the 


“Chief,” as he had been called in Baltimore 
before coming to Oxford. We always affec- 
tionately referred to him as Father William. 


He visited the Radcliffe Infirmary daily ex- 
cept Mondays and Fridays. I greatly enjoyed 
these ward rounds, for his comments on the 
patients were always amusing as well as in- 
structive. The patients adored him. Cases 
which seemed very complicated were soon 
simplified after a consultation with him. 
Osler was at his best on the wards. He spent 
much of his time on the children’s ward, and 
my interest in pediatrics probably started 
there, although I was not conscious of it 
until I met John Howland the following year. 

In spite of his skill in: physical diagnosis, 
Osler was one of the leaders in advocating 
the use of roentgenograms. When a visiting 
professor from Harvard claimed that percus- 
sion was as accurate as x-rays in determin- 
ing the heart size, Osler proved him wrong. 
This incident greatly pleased me, as I had 
little faith in the results of my own percus- 
sion. 

On Mondays, Osler, who was a Lieutenant 
Colonel in the Canadian Army Medical 
Corps, visited the Duchess of Connaught 
Hospital on the Astor estate at Cliveden. As 
he needed someone to take his notes and col- 
lect blood specimens for study, he took me 
along. Needless to say I enjoyed the forty 
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Fig. 1. Sir William Osler 


mile automobile trips with the Chief, al- 
though Lady Osler soon labelled me “Jonah” 
because of the frequent breakdowns of the 
car. Sir William would start the Cliveden 
journeys by stacking ten or fifteen medical 
journals on the car seat between us, and 
would read one after another, “dog-earing”’ 
the articles which he recommended my read- 
ing. He could read and digest medical liter- 
ature more rapidly than anyone I have ever 
met; at the end of the two hour ride he would 
have completed a survey of all the journals. 
It took me the rest of the week to cover the 
articles he had suggested, but this practice 
started a life-long habit of reading medical 
journals for at least half an hour daily. 
The Hospital at Cliveden was Canadian— 
both the staff and patients—and was exceed- 
ingly well run. Mrs. Astor (later Lady 
Astor) took a great interest in it, and usual- 
ly had us for lunch on our trips. The Canad- 
ian staff, who, like me, worshipped Osler, 
assumed that I must know something be- 
cause I always accompanied the Chief. Al- 
though I explained that the only reason for 
my presence was the fact that he had no one 
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else available, they would ask me innumer- 
able questions which I could not answer; I 
would usually get the information for them 
from Osler on the return trip. 

On Fridays Sir William visited Mount 
Vernon, the army heart hospital at Hamp- 
stead, London, and often took me with him. 
His ward rounds there with Sir Thomas 
Lewis were fascinating. As a result, I have 
been interested in heart disease ever since 
He also took me to several medical meeting's 
in London, and made me realize that they 
are the mainstay of a physician’s continuous 
education. 

Sir William’s interest in his students did 
not cease after they had left Oxford. Though 
without a secretary, he would frequently 
write to us, encouraging us in any work we 
were doing and giving us advice and sugges- 
tions. He knew medicine from Hippocrates 
to the latest innovation, and made his asso- 
ciates want to emulate him. 

Osler’s creed was to like and sympathize 
with everyone and not to dislike anyone. He 
saw the good in his fellow man, and some- 
thing to admire in everyone; his face would 
cloud up when someone repeated a bit of 
scandal or criticism. ‘“Aequanimitas” was 
the watchword he chose for himself, and he 
had it placed on his crest when he was 
created a baronet. He practiced tolerance, 
which is greatly needed in medicine, and ad- 
monished his students as follows: “No sin 
will so easily beset you as uncharitableness 
toward your brother practitioner. So strong 
is the personal element in the practice of 
medicine, and so many are the wagging 
tongues in every parish that evil-speaking, 
lving and slandering find a shining mark in 
the lapses and mistakes which are inevitable 
in our work.” 

Osler was unjustly criticised for his fare- 
well address at the Hopkins in 1905, in which 
he spoke of “the comparative uselessness of 
men above forty years of age.”” He was not, 
however, responsible for the statement that 
those above sixty should be chloroformed 
no one could have been more sympathetically 
and kindly interested in the aged than Osler 
—, and the reference was merely a quotation 
from Anthony Trollope’s novel, “The Fixed 
Period.” In answer to the storm which his 
address aroused, he said: ‘The criticisms 
have not shaken my convictions that the tell- 
ing work of the world has been done and is 
done by men under forty years of age. The 
exceptions which have been given only illus- 


trate the rule. It would be to the general 
good if men at sixty were retired from active 
work. We should miss the energies of some 
young-old men but on the whole it would be 
of greater service to the sexagenarii them- 
selves.” As a matter of fact, Osler was one 
of the exceptions; for he was just under 
forty years of age when he went to the 
Hopkins, and his most productive period was 
the next ten years. 

Sir William’s influence spread all over the 
world. For example, when the Duke Medical 
School was organized in 1930, the first ques- 
tion to be answered was “Should the profes- 
sors be men of established reputation who 
had ‘arrived’ or should the university gamble 
on promising younger men with a future?” 
Fortunately I had heard Osler discuss this 
question several times. Though most people 
thought of the original ‘Four Doctors” of 
the Hopkins as great men (and they were 
when we knew them after they had made 
their reputations), they were comparative 
youngsters when originally appointed by 
President Daniel Coit Gilman; Osler was 39, 
Halsted 37, Welch 34 and Kelly 3l—an av- 
erage age of 35 years. Duke might not be 
able to find the equals of those Hopkins pio- 
neers of modern medicine; but our best 
chance lay in appointing men under 40 years 
of age. That explains why the average age 
of the original Duke medical faculty was 35 
years, and demonstrates how Osler’s ideas 
permeated medical thought. 

One of Osler’s most helpful aphorisms 
was: “To study the phenomena of disease 
without books is to sail an uncharted sea, 
while to study books without patients is not 
to go to sea at all.” It made me realize how 
essential a medical library is to every medi- 
cal school. Although buildings can be built 
and a staff assembled, a library has to be 
hunted in the four corners of the earth. As 
a result, the collecting was started three 
years before the school opened, and the Duke 
Medical Library is now among the ten best 
in the country. 

Another suggestion which came from Sir 
William’s interest in medical history was the 
naming of the Duke Hospital wards for emi- 
nent Southern physicians and surgeons. 
Needless to say, a ward was named Osler, on 
the assumption that his having lived in Balti- 
more for fifteen years had made him a 
Southerner. 

WILbBurt C. DAvIsON, M.D. 
Durham 
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THE ACADEMY OF GENERAL 
PRACTICE 

The American Academy of General Prac- 
tice held its first annual Scientific Assembly 
in Cincinnati from March 7 to March 9. Dr. 
Howard A. Rusk, who is one of the editors 
of the New York Times—and who contrib- 
uted notably to the program—described this 
assembly, in the Times for March 13, as “a 
meeting that had real significance.” Instead 
of the expected attendance of 1500, there 
were 3500 family doctors from all over the 
country; “and,” said Dr. Rusk, “they came 
with one primary purpose—to learn. Every 
scientific section was crowded to the doors, 
with hundreds standing.” 

Two of the actions taken by the Congress 
of Delegates were of particular interest. The 
first was a resolution expressing unqualified 
opposition to compulsory health insurance, 
and endorsing voluntary insurance. The 
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second concerned hospital training and hos- 
pital privileges for general practitioners. 
Two years’ hospital training, “which would 
include a broad program in medicine, pedi- 
atrics, obstetrics, gynecology and surgery,” 
was recommended as a desirable minimum. 
This training is not expected to turn out 
finished surgeons, “but doctors able to make 
surgical diagnoses, take care of minor sur- 
gical procedures, and be responsible for ma- 
jor surgery until they can get adequate 
help.” 

The delicate problem of hospital staff 
privileges was considered. Unlimited status 
for the general practitioner was not asked, 
but it was felt “that he should have profes- 
sional privileges commensurate with his 
ability, specifying this as follows: 

“a. Minor privileges in any service will allow the 
physician to treat patients when, for any 
cause, the treatment does not involve either a 
serious hazard to the life of the patient or 
a danger of disability. 

Intermediate privileges in any service will 
allow the physician to treat patients when, 
for any cause, such treatment does not involve 
serious hazard to the life of the patient, but 
does involve a danger of disability. 

Major privileges in any service will allow the 
physician to treat patients when, for any 
cause, such treatment involves a serious haz- 
ard to the life of the patient. In the perform- 
ance of clinical procedures, or in the manage- 
ment of patients in the hospital, the ultimate 
evaluation of the judgment and ability of the 
general practitioner shall rest with the quali- 
fications and credentials committee. 

“Such a program will give the general 
practitioner an opportunity to look after his 
own patients in the hospital and would safe- 
guard the more radical members whose judg- 
ment of ability might be questioned by other 
professional members on the hospital staff.” 

Since Dr. Rusk has written most of this 
editorial, and since it would be hard to im- 
prove on his appraisal of this assembly, he 
will be allowed the closing words: 

“It was heartening to attend the initial 
meeting of the American Academy of Gen- 
eral Practice; heartening, because of the 
high calibre of the men present. It made one 
feel good to know that the primary respon- 
sibility of medical care in this country is in 
their hands, The tempered judgment of their 
deliberations, that recognized both the abili- 
ties and the limitations of the physicians do- 
ing general practice, made evident the 
breadth of the concept of this group. The 
eagerness with which they sought medical 
truth presages a bright future for medical 
progress.” 
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“WHERE DO PEOPLE TAKE THEIR 
TROUBLES?” 


While Mrs. Lee Steiner was a social serv- 
ice student at the University of Minnesota, 
she became interested in the question, “Why 
doesn’t someone help people who aren’t poor 
with their personal problems? Where do they 
take their troubles?” She had learned that 
the underprivileged clients of social workers 
were getting help in their personal problems, 
but that people able to pay for such advice 
were hard put to find competent and trust- 
worthy advisers. Her interest in the problem 
stimulated her to undertake a study which 
lasted for many vears. The results of her 
investigations have been given in the book, 
“Where Do People Take Their Troubles?’ 

Mrs. Steiner’s book is not pleasant read- 
ing, but it is interesting, surprising, and 
shocking. It is hard to realize the vast sums 
of money spent on pseudo-psychologists, 
faith healers, spiritualists, and fortune tell- 
ers of various sorts. It may be remembered, 
however, that a candidate for the presidency 
of the United States was for a time an ardent 
disciple of a Yoga teacher, or “Guru.” One 
wonders what would have happened had this 
man been elected President. And only a few 


vears ago, the widow of the late Senator 
Schall of Minnesota—who was blind—testi- 
fied that he “wanted so much to see that he 
paid the ‘I Am’ cult $1000 for a miracle.” 
Ten members of this cult were charged with 


defrauding their victims of $3,000,000 
through the mails.'*! 

Beauty parlors have evolved into “success 
schools,” where timid girls may have their 
inferiority complexes removed while they 
themselves are being massaged and mani- 
cured. Richard Hudnut, Elizabeth Arden, 
Helena Rubinstein, and John Robert Powers 
all vie with each other in offering to make 
over personalities for not-too-reasonable 
fees. 

Mrs. Steiner points out that certain radio 
commentators—for example, “The Voice of 
Experience’’—and such newspaper counsel- 
ors as Dorothy Dix, Beatrice Fairfax, and 
Doris Blake do not hesitate to offer advice 
on very insufficient knowledge of facts. 

One of the shocking revelations of the 
book is the laxity of our laws controlling 
many of the quacks who prey on human 
1. Published) by Houghton Mifflin Company, 

pages. Price, $3.50. 


2. Editorial, A Gullible Senator, North 
(Feb.) 1941, 


Boston, 264 
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credulity. Anyone can call himself a psy- 
chologist and offer his services—for a fee— 
in helping people solve their personal prob- 
lems, so long as he “doesn’t practice hypno- 
sis and doesn’t claim that he can treat mental! 
diseases.” 

Mrs. Steiner concludes that “A mental hy- 
giene program that would adequately reach 
the public would call for a nation-wide edu- 
cational program ... and, most important 
of all, supplementary facilities for individual 
counseling.” 

It is generally recognized that there are 
not nearly enough psychiatrists and ade- 
quately trained psychologists to care for the 
people who need wise counseling to help solve 
their personal problems. One way in which 
this need can be meet is by giving medical 
students more and better training in every- 
day psychiatry, and a working knowledge of 
the psychoneuroses. For the next few years 
postgraduate courses for family doctors 
should be heavily loaded with such instruc- 
tion. A most valuable contribution could be 
made by the new Academy of General Prac- 
tice, since most of its members are family 
doctors, and as such are the logical coun- 
selors for people in trouble. 

* * * * 


NORTH CAROLINA’S DECLINING 
MATERNAL MORTALITY 


The United States Public Health Service 
has just released the figures on maternal 
mortality in the United States, and in each 
state, for 1947. North Carolina can take just 
pride in her record of improvement. The 
number of maternal deaths for each 1,009 
live births in the United States fell from 3.8 
in 1940 to 1.3 in 1947; in North Carolina, 
the rate dropped from 5.1 in 1940 to 1.7 in 
1947. 

Although the logie of “post hoc, propter 
hoc” is not always dependable, it is doubtless 
more than a coincidence that North Caro- 
lina’s maternal mortality has declined so 
rapidly, in comparison to the nation as a 
whole, since the State Societv’s Committee 
on Maternal Welfare began to function three 
years ago. 

The steady but dramatic progress being 
made in saving mothers is one index of the 
consistent improvement of medical care in 
this country. One may be pardoned for won- 
dering just how much this progress would 
be accelerated by political control of medi- 
cine. 


| 
| 
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NORTiL CAROLINA TUBERCULOSIS 
ASSOCIATION 


REHABILITATION WORK WITH THE 
TUBERCULOUS 
ANNE MANN 
Rehabilitation Director 


At the present time there are six tuber- 
culosis associations in North Carolina who 
are paying all or part of the salary of reha- 
Silitatien workers. In Mecklenburg, Durham, 
Forsyth and Wake Counties, the workers are 
on the associations’ staffs. In Guilford 
County there are two occupational thera- 
pists on the sanatorium staff whose salaries 
are partially paid by the Greensboro Tu- 
berculosis Association. For the past two 
years, the North Carolina Tuberculosis Asso- 
ciation has made a grant to the Western 
North Carolina Sanatorium for a_ social 
worker. This position is now vacant, but it 
is hoped that it will soon be filled. Western 
Sanatorium has recently employed a rehabili- 
tation worker, whose salary is included in 
the Sanatorium budget. 

The nature of the program carried on by 
these rehabilitation workers varies, but, gen- 
erally speaking, it includes diversional activ- 
ities such as shell craft, knitting, leather 
work, weaving and crocheting; library serv- 
ice; arranging for classes in homemaking, 
nutrition, and other things of interest to the 
patients; and movies, both educational and 
recreational. These workers also aid the pa- 
tients with the socio-economic problems by 
referring them to the agency whose respon- 
sibility the particular problem might be. 

In several of the counties where there is 
no rehabilitation worker, the executive sec- 
retary of the tuberculosis association does 
some rehabilitation work. The activities 
which the secretaries carry out are largely 
diversional and recreational in nature; how- 
ever, in some instances aid is given on socio- 
economic problems. 

Many counties in North Carolina have no 
sanatorium. The work in these areas is 
limited in scope, but nonetheless valuable. All 
patients who are in the State Sanatoria are 
advised that the association is willing to help 
them in any way possible. The families of 
the patients are visited by the executive sec- 
retary or some member of the board. If 
there is need for financial aid, they are re- 
ferred to the proper agency. Any other prob- 
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toms ure discussed and a solution found, if 
possible. 

In all the rehabilitation activities through- 
out the state there is a close working rela- 
tionship with the Division of Vocational Re- 
habilitation. The DVR counselor can and 
does offer vocational guidance and training 
at a certain point in recovery. The rehabili- 
tation worker employed by a_ tuberculosis 
association seeks to keep the patient occupied 
in worthwhile activities until he is ready for 
vocational rehabilitation. 

* 
Annual Meeting of North Carolina 
Tuberculosis Association 

Completed plans for the 1949 annual meet- 
ing of the North Carolina Tuberculosis As- 
sociation have been announced by Dr. H. F. 
Easom, chairman of the planning committee. 
The meeting will be held at the Robert E. 
Lee Hotel in Winston-Salem, April 18 and 19. 

Dr. Kirby S. Howlett, Jr., outstanding 
authority on streptomycin president- 
elect of the American Trudeau Society, will 
be the featured speaker at the medical sec- 
tion meeting on April 18. His subject will 
be “Some Clinical Aspects of Streptomycin 
Resistance.” Dr. Howlett will also speak at 
a general session on April 19. Other out- 
standing speakers secured for the meeting 
are Dr. Herbert Edwards, executive director 
of the New York Tuberculosis and Health 
Association; Dr. J. W. R. Norton, North 
Carolina State Health Officer; Dr. William 
A. Smith, chief of the Tuberculosis Control 
Division, North Carolina Public Health Serv- 
ice; Dr. KE. E. Menefee, Jr., associate in medi- 
cine, Duke University School of Medicine; 
Dr. George T. Harrell, professor of medicine, 
3owman Gray School of Medicine; and Dr. 
H. H. Bradshaw, professor of surgery, Bow- 
man Gray School of Medicine. 

The program for the two-day meet is as 
follows: 

Monday, April 18, 1949 
11:00a.m. Registration 
1:30 p.m. General Session—Ball Room 
Business Meeting of Association 
Greetings——Dr. J. W. R. Norton, State 
Health Officer, North Carolina 
State Board of Health 
Case Finding and Its Implications— 
Dr. Herbert Edwards, Executive 
Director, New York Tuberculosis 
and Health Association 
Case Finding in North Carolina—Dr. 
William Smith. Director of Tuber- 
culosis Control, North Carolina 
State Board of Health 
Discussion 
Public Health Section—Ball Room 
Pane! Discussion —“What Is a Good 
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Tuberculosis Association” 
Discussants: Ruth Harris, Chairman, 

Executive Secretary, Mecklenburg 

County Tuberculosis and Health As- 

sociation; Eleanor Smith, Executive 

Secretary, Lenoir County Tubercu- 

losis Association; Dr. Derwin Coop- 

er, Medical Director, Durham County 

Sanatorium; Archie Dalton, Asso- 

ciate, Program Development, Na- 

tional Tuberculosis Association; J. 

A. Staton, Health Education Direc- 

tor, North Carolina Tuberculosis 

Association, 

Discussion 
Medical Section—State Room 
Some Clinical Aspects of Streptomy- 
cin Resistance—Dr. Kirby S. How- 
lett, Jr., Associate Clinical Professor 
of Medicine, Yale University School 
of Medicine 
Common Pulmonary Emergencies — 

Dr. E. E. Menefee, Jr., Associate in 

Medicine, Duke University School of 

Medicine 

Nontuberculous Pneumonias — _ Dr. 

George T. Harrell, Professor of 

Medicine, Bowman Gray School of 

Medicine 

Discussion 
Meetings 
N. Tuberculosis Board of Directors— 
Room 
N. C. Conference of Tuberculosis Secre- 
taries—Winston Room 
8:00 p.m. Public Health Section—State Room 
Seal Sale—Walter S. Page, Jr., Exec- 
utive Secretary, Passaic County Tu- 
berculosis and Health Association, 

Paterson, New Jersey 

Publicity — Worth Bacon, Managing 
Editor, Winston-Salem Journal- 
Sentinel 

Utilization of Agencies — Lula Belle 

Highsmith, Health Educator, Divi- 

sion of Tuberculosis Control, North 

Carolina State Board of Health 

Discussion 

Medical Section—Ball Room 

Medical students of the three medical 
colleges will be invited and the meet- 
ing will be held in conjunction with 
the Forsyth County Medical Society 

Streptomycin in Tuberculosis; Its 
Uses and Abuses—Dr. Kirby S. 
Howlett, Jr. 

The Role of Streptomycin in the 
Surgery of Pulmonary Tubercu- 
losis—Dr. H. H. Bradshaw. Pro- 
fessor of Surgery, Bowman Gray 
School of Medicine 

Discussion 


3:30 p.m. 


6:00 p.m. 


8:00 p.m. 


Tuesday — April 19 
9:30-12:30 p.m. General Session 
9:30-11:00 a.m. Symposium on Rehabilitation 
Discussants: Mrs. C. O. Delaney, 
Chairman, Executive Secretary, 
Forsyth County Tuberculosis and 
Health Association; Frances 
Jackson, Rehabilitation Secre- 
tary, Forsyth County Tuberculo- 
sis and Health Association; Eva 
Reid, Director, Department of 
Occupational Therapy, Guilford 
County Sanatorium; Dr. Stuart 
Willis, Superintendent and Med- 
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ical Director, North Carolina 
Sanatorium, McCain, North Car- 
olina; W. H. Brown, Rehabilita- 
tion Counselor, Department of 
Public Instruction, North Caro- 
lina; Mrs. Madge Gunnell, pa- 
tient, Western North Carolina 
Sanatorium; Mrs. Ellen Booth 
Bartlett, Superintendent of 
Nurses, North Carolina Sana- 
torium, McCain, N. C. 

Discussion 

Skit—Duties of Board Members 

Treatment of Tuberculosis with 

Streptomycin—An Example of Co- 
operative Clinical Research—Dr. 
Kirby S. Howlett, Jr. 

Discussion 

Luncheon Meeting of Association 

Presidential Address —Dr. M. D. 
Bonner, F.A.C.P., Superintendent 
and Medical Director, Guilford 
County Sanatorium, President of 
the North Carolina Tuberculosis 
Association 

1948 Seal Sale—Dr. C. S. Green, 
Editor of Durham Morning Her- 
ald, State Seal Sale Chairman 

Address — Kemp D. Battle, out- 
standing attorney, Rocky Mount, 
North Carolina, vice president of 
the North Carolina Tuberculosis 
Association 


11:00-11:30 a.m. 
11:30-12:30 p.m. 


1:00 p.m. 


Trudeau Society to Sponsor Course 


The American Trudeau Society, in cooper- 
ation with the Emory University School of 
Medicine, will sponsor a postgraduate course 
in pulmonary diseases for Region III, April 
4-9, in Atlanta, Georgia. Region III includes 
the states of Maryland, Virginia, West Vir- 
ginia, Kentucky Tennessee, North Carolina, 
South Carolina, Georgia, Florida, and the 
District of Columbia. 

The course, similar to the one held at Duke 
University and the University of North Car- 
olina in March, 1948, is designed primarily 
for general internists interested in chronie 
chest diseases, thoracic internists and sur- 
geons, sanatorium physicians, public health 
officers, and recent medical school graduates 
who expect to specialize in pulmonary dis- 
eases, 

Dr. Rufus F. Payne, superintendent of 
Battey State Hospital in Rome, Georgia, is 
chairman of the Regional Planning Commit- 
tee, and Dr. J. Stuart Willis, superintendent 
of the North Carclina State Sanatoria, is co- 
chairman. Mr. L. L. Young, executive secre- 
tary of the Georgia Tuberculosis Association, 
will represent the National Conference of 
Tuberculosis Secretaries. Lectures will be 
given by outstanding authorities on pulmo- 
nary disease from throughout the nation. 

Application blanks may be obtained from 
the American Trudeau Society, 1790 Broad- 
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way, New York, New York. 
Protective Mesks Undergoing Test 

Protection against breathing in tuberculo- 
sis germs floating in the air appears to be 
provided by gauze masks which have been 
tested at the Henry Phipps Institute, Phila- 
delphia, according to a scientific paper in the 
January issue of the American Review of 
Tuberculosis, official publication of the Am- 
erican Trudeau Society, medical section of 
the National Tuberculosis Association. 

Dr. Max Lurie of the Institute and Dr. 
Samuel Abramson of the Tuberculosis Con- 
trol Division, U. S. Public Health Service, 
report on experiments carried out with rab- 
bits wearing masks specially prepared by 
Miss Esta H. McNett of the Veterans Admin- 
istration. 

Miss McNett made the masks in an effort 
to find a means of protecting nurses caring 
for tuberculous patients and exposed to in- 
fection from invisible droplets containing 
germs. Made of six layers of gauze, the 
masks are designed to filter out the germs 
without interfering with breathing. 

Testing the masks with rabbits exposed, 
in a specially constructed closed apparatus, 
to an atmosphere heavily injected with tu- 
berculesis germs, Drs. Lurie and Abramson, 
according to the article, found the masks 
from 90 to 95 per cent effective. Unmasked 
rabbits exposed in the apparatus simultane- 
ously to the same infected air were found 
to be grossly infected. 

Although the masks used in the experi- 
ments covered the entire heads of the rab- 
bits, unlike masks as ordinarily worn by hos- 
pital personnel, the article points out that 
masks could be adapted to human beings if 
fitted into a frame “constructed of pliable 
material which could be accurately applied 
to the contour of the individual's face around 
the nose and mouth.” 

“Tf this contact could be airtight,” it con- 
tinues, “there is no reason to believe that 
the mask could not effectively filter out the 
dangerous invisible particles that are con- 
cerned with the inception of pulmonary tu- 
berculosis.” 

Individuals wearing the masks, however, 
should be warned, according to the paper, 
to “refrain from deep inspiration as much 
as possible as it is not unlikely that forceful 
suction produced by deep inhalation may 
diminish the filtering efficiency of the 
masks.” 
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38 Tibbetts Road 
Yonkers 5, N. Y. 
February 22, 1949 
To the editor: 

Knowing of your interest and energetic 
efforts in fighting governmental control of 
medicine, I take pleasure in setting forth 
my ideas on this subject. 

First of all, may I give a brief account of 
myself for the past several years. Upon com- 
pletion of my medical training I became as- 
sociated with the North Carolina State 
Board of Health, for twenty-one months do- 
ing maternal and child health work over 
North Carolina. After that I did general 
practice in Graham, North Carolina, for 
nearly seven years. On July 1, 1948, I came 
to New York City to take specialty training 
in dermatology. 

1. The majority of the leaders of the med- 
ica! profession come from a minority 
within our ranks. They are the special- 
ists who write the journals and the 
books. For the most part they live in the 
large metropolitan areas, and many are 


doing some sort of group practice or are 
on salaries. Most of them spend a good 
part of their time in charity clinics, as 
this is demanded of medical school staff 
members. Therefore, these few men who 
formulate the policies of our medical 
profession are men who represent a 


minority of our profession and the 
American public. They see the problem 
as it affects them and the patients from 
the slums who attend the charity clinics. 
Therefore, I maintain that they see the 
most extreme condition of medical prac- 
tice and do not see a true picture of the 
medical problems as a whole in this 
country. 

I believe I am right when I say that 
Medical Economics states that the gen- 
eral practitioner renders 75 to 80 per 
cent of the medical care to the public. 
It is furthermore a fact that the aver- 
age American city is less than 18,000 in 
population. 

It is also a fact that hospitals and medi- 
cal services are more scarce in the small- 
er towns and communities. 

Three fourths of the population of 
America live in rural areas and small 
towns. 
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There are many small towns and large 
rural areas in America without a doctor, 
and there is no hope of their ever having 
a doctor under our present system of 
training doctors. 

Therefore, is it not a fact that our med- 
ical leaders and teaching institutions, 
who represent the metropolitan areas 
and about 25 per cent of our population, 
are at fault by their continued efforts 
and shortsightedness in gearing our 
medical schools and hospitals to turn out 
specialists? The specialists settle in the 
larger cities, and as our old time gen- 
eral practitioners die off the American 
public is being left without a family 
doctor. Also John Q. Public is being re- 
ferred from one specialist to another at 
an increasing drain on his pocketbook. 
Under such a set-up, what sane voter 
wouldn't vote for a change? A change 
always holds hope for the better. 
When America answers the question of 
socialized medicine, it must answer one 
thing: Do the people want a socialistic 
government or do they want freedom 
and democracy such as their country 
has known and prospered under during 
the last 300 years? If the government 
can take part of your pay check and give 
you medical eare, is it far-fetched to 
think that it can take all of your pay 
check and in addition give you food, 
clothes, and shelter? 

This government was founded and has 
been built by people who did things for 
the government. Now the prevailing 
thoughts are “Why isn’t the government 
doing more for me?”; “Why don’t I get 
more unemployment compensation?” ; 
“Why can’t I work only 30 hours a week 
and not 49 hours?” As General Ejisen- 
hower has said (N. Y. Times, Feb. 13, 
1949) : 

“A sweeping paralysis of thought, an accept- 
ance of paternalistic measures from the gov- 
ernment and the surrender of the individual 
citizen’s own responsibilities could lead to a dic- 
tatorship in this country ... If we allow this 
constant drift toward centralized bureaucratic 
government to continue, it will be expressed 
not only in the practice of laying down the 
rules and laws of governing each of us—our 
daily actions—to insure that we do not take un- 
fair advantage of our comrades and other citi- 
zens, but finally it will be the actual field of 
operation. . . . There will be a swarming of 
bureaucrats over the land. Ownership of prop- 
erty will gradually drift into that central gov- 
ernment and finally you have a dictatorship as 
the only means of operating such a huge and 
great organization.” 
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These words come from one of Ameri- 
-a’s greatest leaders, and the American 
public should take warning in giving its 
answer on government medicine. 

In the same issue of the N. Y. Times, I 
read that 136 leading doctors have 
spoken out against the A. M. A.’s efforts 
to combat government medicine. The 
136 doctors are leading physicians asso- 
ciated with our great medical schools. 
These men are the kind I mentioned 
earlier; they are all metropolitan doc- 
tors who do some form of group prac- 
tice, are on salaries, and are warped in 
their thinking by seeing the worst con- 
ditions that affect a minority. These 
doctors don’t get up at 3 a.m. and go 
down a muddy road to see some child 
with a fever, or do a home delivery. 
Should their opinions be accepted with- 
out an analysis of the men who render 
them? 

It is evident that we have a divided 
medical profession with “the tail wag- 
ging the dog.” I wonder if we have a 
fifth column in our profession. 

Before I offer a remedy for our medical 
dilemma, I want to accuse the same doc- 
tors and their type who are now fight- 
ing the policies of the A. M. A. as being 
directly responsible for creating this 
dilemma. They are the ones who have 
geared our training centers to turn out 
specialists in numbers out of all pro- 
portion to the requirements of the Am- 
erican public. If 75 per cent of medical 
care is rendered by general practition- 
ers, Why don’t our institutions turn out 
75 per cent of their doctors as general 
practitioners? Then, too, these same 
“braintrusters” have been members of 
the A. M. A. all along; why haven't they 
used some of their efforts and thoughts 
in guiding A. M. A. policies for the bet- 
terment of all? Now that we are in a 
squeeze play, they are the first to criti- 
cize. 

I have been struck by the fact that we 
have three types of doctors associated 
with our large medical centers: (a) The 
type that wants Uncle Sam to give him 
his salary and an old age pension, and 
(b) the kind that is indifferent or apa- 
thetic or scared to voice an opinion that 
is contrary to his “chief’s,” and (c) the 
type that is more discreet than myself. 
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14. What can we do? 

a. The doctors must let the American public 
know what the real question is they are 
voting on when they vote on the matter of 
government medicine—namely, do you want 
a socialistic or dictatorship type of govern- 
ment or do you want the kind which has 
made this the greatest country on earth? 
(The A.M.A. is trying to do this job with a 
divided profession half-heartedly backing 
them.) 

It is high time that our teaching institu- 
tions and hospitals geared their training 
program for doctors to meet the needs of 
the American public, The A.M.A. should call 
all the deans of all the medical schools to- 
gether in this country and ask, plead, and 
demand this action. We need more general 
practitioners! Limit 75 per cent of our hos- 
pital appointments to rotating internships. 
Make it mandatory that a doctor do three to 
five years general practice before he can 
enter specialty training. 

The medical profession should continue its 
efforts to encourage voluntary medical in- 
surance, 

The medical profession should do some 
housecleaning in certain leading medical 
schools and training centers, for many of 
our young doctors are being filled with * 
cial poison” from their teachers. 

The government should be encouraged to 
build hospitals just as they do courthouses, 
but the hospitals should be operated and 
controlled 100 per cent locally, without 
strings attached. 

The government could do far more for its 
people by encouraging them to do things 
for themselves, at a much cheaper cost, 
than by encouraging them to lean on kind 
old Uncle Sam. 


I sincerely believe that the medical profes- 
sion and the American public are big enough 
to arrive at a sane and just conclusion when 
all are acquainted with the truth. 

With best wishes, I am 

Yours sincerely, 


EMMETT S. LUPTON, M.D. 


“The more we own, the less I've got.”—Intriguing, 
indeed, is the story told about the woman of the 
British Isles who, when questioned about England's 
nationalization program, offered the following obser- 
vations: 

“This nationalization is a queer thing. We own 
the Bank of England now, but I am no better off. 
We own the coal mines, and I have less coal than 
I used to have. We own the railways, yet I cannot 
get a seat in a train. This socialism! The more we 
own, the less I’ve got.” 

Now that Britishers have a nationalized health 
plan, 1948 model, she probably could add: “We own 
medical services and the doctors, but I get second- 
rate medical care because my doctor just can’t give 
much time to anyone of us since he has to see every- 
body on his panel as often as possible to keep from 
starving to death, God bless him.” 

An investment without dividends, 
Ohio State M. J. 44:942 (Sept.) 1948. 
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RESOLUTION ADOPTED BY THE EXECUTIVE 
COMMITTEE OF THE MEDICAL SOCIETY OF 
OF THE STATE OF NORTH CAROLINA 
Raleigh, February 27 
Rebates 

WHEREAS investigation and discussion seem to 
show that, so far as the medical profession of North 
Carolina is concerned, the practice of accepting re- 
bates has been almost if not entirely discontinued; 
and 

WHEREAS the giving and accepting of rebates 
by physicians has been prohibited by certain actions 
determined under federal statutes; and 

WHEREAS it is, therefore, not deemed necessary 
to secure the enactment of prohibitions under a state 
law which would be no stronger than the prohibition 
now possible under federal statutes; and 

WHEREAS the practice of accepting rebates on 
medical devices is a question of ethics and proper 
professional conduct, the protection of which should 
be enforced by the medical profession itself rather 
than by the mere enactment of a statute; 

NOW, THEREFORE, BE IT RESOLVED by the 
Executive Committee of the Medical Society of the 
State of North Carolina, in session assembled in Ra- 
leigh, North Carolina, this February 27, 1949, that 
the proposed bill forbidding rebates be not presented 
to the General Assembly of North Carolina for en- 
actment; and 

BE ‘T FURTHER RESOLVED that the House of 
Delegates of the Medical Society of the State of 
North Carolina be asked to set up due procedures 
within the said Society to punish any doctor who 
participates in the practice of rebating; and 

BE IT FURTHER RESOLVED that a committee 
be now appointed to work out such procedures for 
trial and punishment and to report thereon to the 
House of Delegates of the Medical Society of the 
State of North Carolina at the annual meeting in 
May, 1949. 


HOTEL RESERVATION POLICY EXPLAINED 
For the 


two years the Executive Committee of 
State Society has established the policy of contract- 


ing for hotel accommodations to be allocated to 
member doctors only on the basis of “Uniform Res- 
ervation Application Blanks.” Such blanks have been 
mailed to the entire membership on the same date 
each year, and the hotel management has been in- 
structed to allocate all accommodations in line with 
uniform application requests in the order of the 
a” received. 

is the sense of the Society that this is the only 
feasible policy and that ‘it is democratic and fair to 
all. 


THE NORTH CAROLINA LEAGUE FOR CRIPPLED 
CHILDREN 


For the fourteenth year, the North Carolina 
League for Crippled Children invites all those in- 
terested in the welfare of the handicapped to share 
in financing the work of the League. The Annual 
Easter Seal Campaign will be conducted between 
the dates of March 17 and April 17. 

The services of the North Carolina League for 
Crippled Children are planned so that they supple- 
ment but do not duplicate those of any other social 
agency, thus broadening the scope of services avail- 
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able for handicapped children, : 

Among the crippled children of North Carolina, 
more than 85 per cent must now depend on the Nort h 
Carolina League for certain types of services which 
are extremely valuable aids toward their rehabili- 
tation. Many children with other handicapping con- 
ditions also look to the League for services they need 
but which are not yet available elsewhere. 

During the past year (1948) alone, the county 
chapters of the North Carolina League for ( rippled 
Children provided services for 5,129 handicapped 
children of the state at a cost of $45,361.78. 


NEWS NOTES FROM THE NORTH CAROLINA 
TUBERCULOSIS ASSOCIATION 

The annual meeting of the North Carolina Tuber- 

culosis Association will be held in Winston-Salem 

at the Robert E. Lee Hotel, April 18 and 19. The 
compleie program appears on page 141. 


News NOTES FROM THE STATE BOARD 


oF HEALTH 


All vital statistics for 1948 have now been com- 
piled, in a provisional report. During the year, there 
were 111,963 live births and 30,560 deaths from al! 
causes in North Carolina, Of this total, 17,052, « 
considerably more than one half, resulted from just 
four causes—diseases of the heart, 8,202;  intra- 
cranial vascular lesions, 3,449; cancer, 2,898; and 
nephritis, 2,503. 

There was not a single death from malaria in 
North Carolina last year. Diphtheria was respon- 
sible for 26 deaths, as compared with 33 in 1947. 
Measles claimed only five lives during the year, 
which was just one fifth of the number reported in 
1947, Infantile paralysis was responsible for 150 
deaths during 1948, as compared with 21 in 1947. 

Deaths from all forms of tuberculosis in 1948 
totaled 952. This was a decrease under 1947, when 
the total was 1,065, Diabetes took a heavy toll dur- 
ing the year, causing 556 deaths for the period under 
consideration. This was a slight decrease under the 
571 reported the preceding year. In spite of the fact 
that it is now preventable, typhoid fever continues 
to claim a few lives. Last year there were only six 
deaths. 

According to the State Board of Health’s method 
of compilation, automobile accidents were respon- 
sible for 825 deaths during 1948, while other acci- 
dents resulted in 1,455 deaths—a total of 2,280, the 
majority of which could have been prevented. 

Increases were shown in both suicides and homi- 
cides during last year, The number of suicides re- 
ported to the State Board of Health was 320, as 
compared with 315 in 1947, while homicides num- 
hered 415 against 409 the preceding year. 

An epidemic of measles is under way in North 
Carolina, according to Dr. Charles P. Stevick, direc- 
tor of the State Board of Health’s Division of Epi- 
demiology. While there were only 1,353 cases re- 
ported for the entire year of 1948, there were 2,399 
cases reported during January and February of this 
year. The 1947 total was 5,000 cases. 

“Epidemics,” according to Dr, Stevick, “usually 
start in December and reach their peak in March, 
April, and May. In January, 1949, there were 802 
cases reported, and in February, 1,597.” 


* * 


Dr. Leonard A, Scheele, Surgeon General of the 
United States Public Health Service, addressed the 


North Carolina Academy of Public Health at Ra- 
leigh, and the Second District Medical Society at 
Kinston during the week of February 14-19. 
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NEWS NOTES FROM THE UNIVERSITY OF 
NORTH CAROLINA SCHOOL OF MEDICINE 


Postgraduate medical courses sponsored by the 
University School of Medicine and the Extension 
Division have been arranged at Raleigh beginning 
April 7, with the Wake County Medical Society as 
co-sponsor, and at Salisbury beginning April 6, with 
the Rowan County Medical Society as co-sponsor. 
The programs are as follows: 

Raleigh 
7 4:00 p.m.) Diagnosis and Treatment of 

8:00 p.m.) Neurological Problems Seen in 
General Medical Practice—Dr. 
H. Houston Merritt, Columbia 
University College of Physi- 
cians and Surgeons, New York 
City 
The Management of Some Un- 
usual Complications of Preg- 

nancy 
Diagnosis and Treatment of 

Ectopic Pregnancy 
—Dr. H. Hudnall Ware, Jr., 

Medical College of Virginia, 

Richmond. 

Clinic 

Endocrine Disorders in Children 

—Dr. Donovan J. McCune, Co- 
lumbia University College of 

Physicians and Surgeons, 

New York City 
Methods for Decreasing the 

Risk of Surgery in Older Pa- 

tients —Dr. W. E. Burnett. 

Temple University School of 

Medicine, Philadelphia 
4:00 p.m.) The Use of Radioactive Isotopes 
8:00 p.m.) in Medicine — Dr. Shields 

Warren, Harvard Medical 

School, Boston. 

Week of State Medical Society 
meeting. 

Treatment of Failing Heart 

—Dr. J. Edwin Wood, Univers- 
ity of Virginia School of 

Medicine, Charlottesville. 


April 


April 4:00 p.m. 


8:00 p.m. 


April 21 4:00 p.m. 


8:00 p.m. 


April 28 4:00 p.m.) 
8:00 p.m.) 


4:00 p.m.) 
8:00 p.m.) 


Salisbury 


Treatment of 
Problems Seen 
in General Medical Practice 
—Dr. H. Houston Merritt, Co- 
lumbia University College of 
Physicians and Surgeons, 

New York City 
The Management of Some Un- 
usual Complications of Preg- 
nancy 
Diagnosis and Treatment of Ec- 
topic Pregnancy 
—Dr. H. Hudnall Ware, Jr. 
Medical College of Virginia, 
Richmond. 
Clinic 
Endocrine Disorders in Children 
—Dr. Donovan J. McCune, Co- 
lumbia University College of 
Physicians and Surgeons, 
New York City 
April 27 4:00 p.m.) Methods for Decreasing the 
8:00 p.m.) tisk of Surgery in Older 
Patienis—Dr. W. E. Burnett, 
Temple University School of 
Medicine, Philadelphia. 


Diagnosis and 
Neurological 


4:00 p.m.) 
8:00 p.m.) 


April 13 4:00 p.m, 


8:00 p.m. 


April 20 4:00 p.m. 
8:00 p.m. 


— 
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Recent Advances in the Diag- 
nosis and Treatment of Aller- 
gic Diseases—Speaker to be 
announced later. 

Week of State Medical Society 
meeting. 

Gastrointestinal Problems 

—Dr. L. A. M. Krause, Uni- 

versity of Maryland School of 

Medicine, Baltimore. 

* ok * 

Dr. John B. Graham, instructor in pathology, has 
been appointed a 1949 Scholar in Medical Science by 
the John and Mary R. Markle Foundation, This 
scholarship is for a five-year period and carries a 
grant of $25,000. 


4:00 p.m. 
8:00 p.m.) 


May 4 


May 11 


May 18 4:00 p.m.) 
8:00 p.m.) 


NEWws NOTES FROM THE BOWMAN GRAY 
SCHOOL OF MEDICINE 


Dr. A. Alonso, head of the division of chest sur- 
gery at the University of Chile in Santiago, visited 
the Baptist Hospital and the Bowman Gray School 
of Medicine recently. 

* * * * 

Dr. Thomas T. Mackie, director of the Institute 
of Tropical Medicine, heads a group of five staff 
members who left March 1 to establish a laboratory 
at Boca Chica in the Dominican Republic. The group 
includes Dr. Janet Mackie; Miss Bessie Sonnenberg, 
parasitologist of the Veterans Administration’s trop- 
ical disease clinic; Herbert Cox, research assistant; 
and John Booe of Winston-Salem. They will study 
parasitic intestinal infections and malaria control 
under the auspices of the West Indies Sugar Cor- 
poration. 
* * * * 

Dr. George T. Harrell, Jr., head of the depart- 
ment of urology, spoke on “Traumatic Injuries of 
the Urinary Tract” at a meeting of Southern Rail- 
way Association Surgeons in Cincinnati, Ohio, the 
latter part of March. 

* * 

Dr. George T. Harrell, Jr., head of the depart- 
ment of internal medicine, will speak on “Altera- 
tion of Permeability of Membranes in Infection” at 
the meeting of the Society of Internal Medicine at 
Houston, Texas, on March 31. 

* * * 

Dr. Frank P. Lock, head of the department of 
obstetrics and gynecology, presented a paper at the 
meeting of the Missouri State Medical Association 
in Kansas City the latter part of March. 

* * * * 

Dr. Lloyd J. Thompson, professor of neuropsychi- 
atry, attended a two-day meeting of neuropsychi- 
atric consultants in the office of the U. S. Surgeon- 
General in Washington last month. 


* * * * 


Dr. Wingate M. Johnson, professor of clinical 
medicine, spoke at a Symposium on Allergy and 
Immunology at the Medical College of Virginia in 
Richmond on March 17. In February he was guest 
speaker of the Buffalo Academy of Medicine in 
3uffalo, New York, and the Medical Society of St. 
Catharine’s, Ontario, Canada. 

* * * 


Dr. William Lennox, assistant professor of neu- 
rolegy at Harvard University, spoke on “Psychiatric 
Aspects of Certain Convulsive Disorders” at the 
March meeting of the Bowman Gray Medical So- 
clety. 


BULLETIN BOARD 


147 


IXDGECOMBE-NASH COUNTIES MEDICAL 
SOCIETY 


At the February meeting of the Edgecombe-Nash 
Counties Medical Society, held in Rocky Mount on 
February 9, Dr. Wardell Mills presented a case re- 
port of “Bronchoscopic Aspiration of Acute Lung 
Abscess,” and Dr. Newsome Battle gave a paper on 
“Testicular Tumors.” The society endorsed the 
A.M.A. assessment of $25 per member. 

Officers of the society for 1949 are Dr. E. L. Rob- 
erson of Tarboro, president; Dr. S. E. Way of Rocky 
Mount, first vice president; Dr. J. E. Wright of 
Macclesfield, second vice president; and Dr. P. P. 
Poole of Rocky Mount, secretary-treasurer. Dr. K. D. 
Weeks of Rocky Mount is editor of the Bulletin. 


FORSYTH COUNTY MEDICAL SOCIETY 


Dr. Kenneth Pickrell of the Duke University 
School of Medicine was guest speaker at the March 
meeting of the Forsyth County Medical Society, held 
in Winston-Salem on March 8 His subject was 
“Plastic Surgery of the Nose.” 


NEws NOTES 
_Dr. Alfred Magee has become associated with Dr. 
W. G. Byerly in the practice of ophthalmology and 
otolaryngology at Lenoir. 


UROLOGIC POSTGRADUATE SEMINAR 


The American Urological Association, through its 
Southeastern Section, announces a Urologie Post- 
graduate Seminar, to be held in New Orleans, 
Louisiana, April 18-21, 1949. The Seminar will be 
under the auspices of the Division of Graduate Med- 
icine, Tulane University School of Medicine. William 
D. Frye, M.D., Dean of the Graduate School of Med- 
icine will be the director of these courses in collab- 
oration with the officers and Executive Committee of 
the Southeastern Section and with the representa- 
tive of the Central Committee. 

The courses will be limited to 150 registrants. The 
cost will be $50.00 except for urologic residents. Be- 
cause of the great amount of interest already ex- 
pressed by members in our Section, an early appli- 
cation is recommended. Address inquiries and appli- 
cations to Wm. W. Frye. M.D., Dean, Graduate 
School of Medicine, Tulane University, New Orleans, 
Louisiana. 

Dr. Hamilton McKay of Charlotte is the repre- 
sentative of the Central Committee of Postgraduate 
Study of the American Urological Association and is 
chairman cf the Seminar Committee in the South- 
eastern Section. Dr. Sidney Smith of Raleigh is 
North Carolina’s representative on the Executive 
Committee of the Postgraduate Seminar of the 
Southeastern Section of the American Urological 
Association, and he will be glad to receive communi- 
cations concerning the course. 


SouTH ATLANTIC ASSOCIATION OF 
OBSTETRICIANS AND GYNECOLOGISTS 


The South Atlantic Association of Obstetricians 
and Gynecologists announces the establishment of 
“The Foundation Prize.” Authors of papers on ob- 
stetric or gynecologic subjects desiring to compete 
for the prize may obtain information from Dr. EF. D. 
Colvin, secretary-treasurer, 1259 Clifton Road, N.E., 
Atlanta, Ga. 


MARKLE FOUNDATION 


Thirteen young scientists have been appointed as 
the second group of Scholars in Medical Science, 
under the plan begun in 1948 by the John and Mary 
R. Markle Foundation to assist qualified men and 
women wishing to remain in academic medicine. The 
Scholars were selected from candidates nominated 
hy accredited medical schools in the United States 
and Canada and interviewed by regional committees 
appointed by the Foundation. The sum of $325,000 
has been appropriated for their support, to be al- 
lotted in grants of $25,000 each at the rate of $5,000 
a year, to the medical schools in which they now 
hold faculty appointments. 

Among those receiving appointments were John 
B. Graham, M.D., of the University of North Caro- 
lina School of Medicine, and George W. Schwert, Jr., 
Ph.D. of the Duke University School of Medicine. 


THE SOUTHEASTERN SURGICAL CONGRESS 


The Seventeenth Annual Assembly of the South- 
eastern Surgical Congress will be held in Biloxi, 
Mississippi, The Buena Vista Hotel, May 23-26, 1949. 
There will be forty-three papers presented by dis- 
tinguished surgeons from the South and throughout 
the country. 


AMERICAN BOARD OF PREVENTIVE MEDICINE 


The American Board of Preventive Medicine and 
Public Health, Incorporated, was approved by the 
Advisory Board for Medical Specialties and by the 
Council on Medical Education and Hospitals of the 
American Medical Association at their meeting on 
February 6. The American Board of Preventive 
Medicine and Public Health, Incorporated, therefore 
is prepared to accept applications for examination 
for certification in this specialty. 

The requirements for certification include general 
qualifications, such as moral and ethical standing in 
the profession, adequate training in medicine and 
internship in an approved hospital, and licensure to 
practice medicine in the United States. Eligibility 
for examination also requires that the applicant 
have special training and experience in preventive 
medicine and public health of at least six years fol- 
lowing internship. This must include special aca- 
demic training, or its equivalent, and field training 
or residency meeting the standards set up by the 
soard. 

Applications may also be received for the Found- 
ers Group who may be excused from examination. 
The by-laws authorize a Founders Group made up 
of practitioners of preventive medicine and public 
health who have attained unquestioned eminence in 
the field. 

Dr. Ernest L. Stebbins, 615 North Wolfe Street, 
Baltimore 5, is secretary-treasurer of the American 
Board of Preventive Medicine and Public Health. 


AMERICAN RED CROSS NATIONAL BLOOD 
PROGRAM 


Dr. Louis K. Diamond of Boston recently was 
appointed full-time medical director of the Red 
Cross National Blood Program, The appointment 
was announced by Dr. Ross T. MeIntire, the pro- 
gram’s national administrator. 

From January, 1948, when the Red Cross National 
Blood Program was inaugurated, to February 14, 
1949, nineteen regional centers and one state-wide 
mobile unit service were activated. By June, 1949, it 
is anticipated that a total of thirty regional pro- 
grams will be in operation. 
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AMERICAN COLLEGE OF CHEST PHYSICIANS 


The Board of Examiners of the American College 
of Chest Physicians announces that the next oral 
and written examinations for Fellowship will be 
held in Atlantic City, June 2, 1949. Candidates for 
Fellowship in the College, who would like to take 
the examinations, should contact the executive sec- 
retary, American College of Chest Physicians, 500 
North Dearborn Street, Chicago 10, Illinois. 

The Fifteenth Annual Meeting of the American 
College of Chest Physicians will be held at the 
Ambassador Hotel, Atlantie City, June 2-5, 1949. 


COOPERATIVE PLANNING ON NURSING NEEDS 


The nursing profession, through the Joint Com- 
mittee on Implementing the Brown Report, has 
taken the first step toward comprehensive improve- 
ment and enlargement of the nation’s nursing re- 
sources, This Joint Committee was organized to im- 
plement the broad recommendations presented in 
Dr. Esther Lucile Brown’s recently published report, 
“Nursing for the Future.” The report is an attempt 
to discover how education for an essential profes- 
sion can be molded to meet present needs of society. 


UNITED STATES ATOMIC ENERGY 
COMMISSION 


The U. S. Atomic Energy Commission announced 
recently that it will make available to qualified can- 
cer research workers in the United States without 
charge all radioisotopes now being sold. 

Three radioisotopes—those of the elements iodine, 
phospherus and sodium—were previously available 
free of production costs for use in cancer research. 
The new policy will make available on a free basis 
the radioisotopes of more than 50 additional ele- 
ments. Notable among these is the radioisotope cf 
the element cobalt—known as_ Cobalt-60 — which 
promises to become an effective substitute for ra- 
dium, the rare and expensive naturally-radioactive 
substance that has been used in cancer research 
and treatment for many years. Two other important 
cancer research materials that will now be available 
without charge are the radioisotopes of the elements 
gold and carbon. 
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Color Television for Teaching of Surgery and 
Medicine 

Television in natural color for the teaching of 
surgery and medicine to medical students will have 
a pioneering demonstration at the annual meeting 
of the American Medical Association at Atlantic 
City in June, This revolutionary method of teach- 
ing will enable large groups of medical students to 
study ciose up in full color detail surgical techniques 
and medical procedures which now can be so viewed 
by only a few at a time. The project is sponsored by 
Smith, Kline & French Laboratories, who arranged 
for the development and manufacture of the color 
television equipment as a contribution to the ad- 
vancement of medical teaching. 

Continuously for four days at the AMA Conven- 
tion, actual surgery and diagnostic and other medi- 
cal procedures will be televised in natural color while 
being performed by the faculty of the Medical 
School of the University of Pennsylvania and by the 
staff of the Atlantic City Hospital. The color tele- 
vision picture will be picked up at the Atlantic City 
Hospital and beamed on a closed circuit directly to 
Convention Hall for the benefit of the 12,000 physi- 
cians expected to attend the convention. 
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One of the objects of the Auxiliary is: 
“To interpret the aims of the Medical Pro- 
fession to other organizations interested in 
the promotion of health education.”’ The first 
step in complying with this object is to be 
informed ourselves, so that we may intelli- 
gently interpret these aims. 

The Eighty-First Congress is now in ses- 
sion, and many bills pertaining to health 
have been introduced. Most of these are not 
of particular importance. So far, the one 
which arouses our greatest interest is the so- 
‘alled “socialized medicine” bill, S. 5. This 
bill is identical with our old friend of last 
vear, S. 13820. I would suggest that every 
one get a copy of this bill, study it carefully, 
discuss it in small groups, get your legislator 
or some one familiar with the bill to talk 
to your auxiliary chapter and explain it to 
you, and familiarize yourself with the facts 
so that you will be able to answer questions 
that will be asked you. 

The twenty-third annual meeting of the 
Women’s Patriotic Conference on National! 
Defense, held in Washington in January, 
passed the following resolution: 

“WHEREAS, great pressure is being ex- 
erted on Congress to pass legislation which 
would place under government control the 
health and medical care of the people of the 
United States, and 

“WHEREAS, such action would impair or 
destroy the personal interest, initiative and 
private research on the part of the medical 
profession and put that profession under the 
control of a paternalistic bureaucracy with 
direct socialization as a result; therefore be 
it 

“RESOLVED, That the Twenty-Third 
Women’s Patriotic Conference on National 
Defense express its emphatic opposition to 
the establishment of socialized medicine and 
thereby the expansion of bureaucracy in the 
United States.” 

The Arkansas State Legislature on Janu- 
ary 21 passed a resolution asking Congress 
to refrain from enacting “socialized medi- 
cine.” This is the second state to send such 
a petition to Congress. A speaker made the 
statement that socialized medicine would “‘re- 
duce our doctors to government servitude.” 
So we see that the public is obviously taking 
a greater interest in this threat of socialized 
medicine, and we should be able to lead any 
discussions. 
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The Legislative Committee of the North 
Carolina State Medical Society has worked 
out a health insurance plan to take the place 
of the national plan. When this comes before 
our State Legislature, we should study it 
carefully and be able to explain to others 
how it will work to better advantage than 
the national plan. Watch the papers for any 
new bills that will be introduced, either in 
Congress or in our State Legislature. 

We, individually as doctors’ wives and 
collectively as members of the Auxiliary, 
could be of great influence in our communi- 
ties. We should remember, though, that as 
members of the Auxiliary we are ambas- 
sadors, and as such should voice the opinions, 
not of individuals, but of our State Medical 
Society. 

Mrs. C. P. ELDRIDGE, 
Legislative Chairman 
Raleigh 


Classified Advertisements 


POSITION WANTED 
SURGEON, aged 33, married, finishing five- 


year surgical residency in large teaching 
southeastern hospital which is connected with 
a medical school desires a permanent associa- 
tion with an individual or a clinic. 

Address replies to “T” 

P. O. Box 456 
Winston-Salem, N. C. 


DOCTOR WANTED 


Doctor wanted to take over well equipped, 
eight-room doctor’s office, with well estab- 
lished practice in eastern North Carolina town 
of 3000 population. Eighteen miles distant 
from modern hospitals on route 301, south, 

If interested, write 

Harrison Drug Company 
Enfield, N. C. 


Every a 
SS 
Seal = 
5 CRIPPLED re 
helps 


BOOK REVIEWS 


Parathyroid Chieete and Metabolic Bone 
Disease. By Fuller Albright, M.D., Asso- 
ciate Professor of Medicine, Harvard Med- 
ical School, Boston, Mass., and Edward C., 
Reifenstein, Jr., M.D., F.A.C.P., Consultant- 
in-Charge, Department of Clinical Investi- 
gation, Sloan-Kettering Institute of Cancer 
Research, Memorial Hospital Cancer Center, 
New York; Clinical Research Consultant, 
Ayerst, McKenna and Harrison, Ltd., New 
York. Price: $8.00. 393 pages. Baltimore: 
The Williams and Wilkins Company, 1948. 

This volume represents the long awaited summary 
of the studies performed over a period of twenty- 
four years on the metabolic ward of the Massachu- 
setts General Hospital. The authors have taken up 
many aspects of calcium metabolism, by presenting 
case summaries with discussions of the laboratory 
findings and their interpretations, The different sec- 
tions are profusely illustrated with photographs of 
patients, photomicrographs of pathologic sections, 
graphs, and the unique diagrams of the mechanisms 
of disease which one has come to expect from Dr. 
Albright. Certain chapters deal with normal and 
pathologie physiology of the parathyroid gland, and 
the modes of action of vitamin D and dihydrotachy- 
sterol; others, with clinical syndromes such as hypo- 
and hyper-parathyroidism, osteoporosis, osteomala- 
cia, and Paget’s disease. 

The illustrations are excellently reproduced. A 
very complete bibliography of the original studies 
and reports is appended. 

The book is a valuable source of information for 
differential diagnosis and reference on disturbances 
involving calcium metabolism. 


The Chemistry of Penicillin. Edited by 
Hans T. Clarke, John R. Johnson, and Sir 
Robert Robinson, Price: $36.00. 1094 pages. 
Princeton, N. J.: Princeton University 
Press, 1949, 

The publication of this book was a truly monu- 
mental task, The subject matter illustrates the po- 
tential military importance of basic scientific inves- 
tigation, The eventual benefit to mankind from an 
understanding of the chemistry of penicillin is in- 
calculable. Once the structure of the drug is known, 
its synthesis can be accomplished, and the poten- 
tiality of synthesizing new related compounds with 
slightly different antibiotic and clinical capacities 
is opened up, 

A phenomenal amount of work and thought went 
into the experiment compiled here. The results illus- 
trate what can be accomplished by industrial and 
university laboratories when they are given support 
by government and are left alone. Innumerable ex- 
amples of the application to biologic problems of 
new techniques in the physical sciences are given. 
Excellent demonstrations of electron density and 
defraction patterns are reproduced. 

The publisher has done an invaluable service to 
the scientific public, The release of the data from 
security restrictions made available much informa- 
tion which would have swamped the journals in 
which it normally would have appeared, so that pub- 
lication would have been impossible in any other 
fashion. As a service to science, the publisher has 
waived his rights under copyright after five years 
from the date of publication. 

It is amazing to think how the imagination of 
man can, in a short space of years, translate a 
chance observation on a stray colony in a single 
Petri dish to this mass of scientific detailed data. 
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Essentials of Pathology. By Lawrence W. 
Smith, M.D., formerly Professor of Pathol- 
ogy, Temple University School of Medicine; 
and Edwin S, Gault, M.D., Associate Profes- 
sor of Pathology and Bacteriology, Temple 
University School of Medicine. Ed. 3. Price: 
$12.00. 763 pages. Philadelphia: The Blakis- 
ton Company, 1948. 

This book is an interesting departure in the teach- 
ing of pathology. It is divided into the two tradi- 
tional sections of general and systemic pathology, 
with individual chapters on such subjects as disturb- 
ances of circulation, inflammation, diseases of the 
liver and the pancreas, and so forth. The book pre- 
sents disease from the standpoint of individual case 
summaries. This emphasis is that encountered in the 
practice of medicine. Short clinical histories are 
given along with the pathologic findings. The illus- 
trations are chiefly photomicrographs, which are 
well chosen and reproduced. Illustrations of specific 
lesions in patients are likewise included. 

The book should serve not only as a useful text- 
book for undergraduate medical students, but would 
be unusually useful as a review in basic science for 
practicing physicians. A well chosen bibliography 
is appended, 


The Therapeutic Value of Streptomycin. By 
Chester S. Keefer, M.D., Professor of Medi- 
cine, Boston University School of Medicine, 
and William L. Hewitt, M.D., Instructor in 
Medicine, Boston University School of Med- 
icine, Price: $7.00. 289 pages. Ann Arbor, 
Michigan: J. W. Edwards, 1948, 

This volume reviews and summarizes the results 
obtained in the first 3000 cases treated with strep- 
tomycin. The Committee on Chemotherapy of the 
Division of Medical Sciences of the National Re- 
search Council has done an excellent job of analyz- 
ing the case reports of the many individual physi- 
cians and scattered investigators in medical centers 
who followed the patients and prepared the case 
summaries for analysis. The results are grouped in 
twenty-two chapters according to types of infec- 
tions or etiologic agents. The toxic reactions are 
summarized in a series of tables correlating dura- 
tion of treatment, dosage, and other factors. The 
work of individual investigators is occasionally re- 
ferred to, but no attempt is made to supply a bibli- 
ography. 

As is often the case in a field where knowledge 
is very rapidly advancing, the book now has chiefly 
historical value, It serves as a monument to well 
planned cooperative clinical investigation on a very 
useful new drug. 


Physician’s Handbook. By John Warkentin, 
Ph.D., M.D., and Jack D. Lange, M.D. Ed. 5. 
Price: $2.00. 293 pages. Palo Alto, Cali- 
fornia: University Medical Publishers, 1948. 
Judged by the number of editions this small vol- 
ume has gone through, it is serving a very useful 
purpose. The book summarizes diagnostic procedures 
and factual data needed in day-to-day hospital care 
of patients. It is written primarily from the point 
of view of house officers and students, but should 
be very useful for the offices of all practicing physi- 
cians. The book has been reproduced by a technique 
which allows the inclusion of illustrations such as 
the structure of yeasts and fungi, round worms, and 
various graphs and simple line drawings. The paper 
cover and spiral metal binding help to keep the 
cost down and make it easy to use on a laboratory 
bench. 
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Essentials of Fevers. By Gerald E. Breen, 
M.D., B.Ch. (N.U.I. Dub.); D.P.H., D.O.M.S. 
(R.C.P., Lond., R.C.S. Eng.); Tempy. Divi- 
sional Medical Officer, Hospitals Division, 
The London County Council; Examiner in 
Fevers to the General Nursing Council of 
England and Wales. Ed. 2. Price: $3.75. 351 
pages. Baltimore: The Williams and Wil- 
kins Company, 1948. 


This small, pocket sized volume has been pre- 
pared as an elementary textbook for medical stu- 
dents. The introductory material in the first two 
chapters is concerned with the types of infecting 
organisms, their portal of entry, and antigens, the 
development of antibodies, and immunity. The next 
section, dealing with elementary epidemiology, is 
followed by a section on the examination and sup- 
portive treatment of the febrile patient. Specific 
infections such as scarlet fever, diphtheria, and ty- 
phus are then taken up. 

The discussions of treatment are inadequate. Sul- 
fonamides or penicillin is mentioned as a possible 
means of attack in scarlet fever, as is para-amino- 
benzoic acid in typhus; but no evaluation of their 
usefulness is attempted. 

There are sixteen colored plates reproducing the 
author’s drawings of the various rashes. The charac- 
teristics of each rash have been accentuated to bring 
out the specific points. 


of the South Carolina 
which are added 


A Brief History 
Medical Association to 


short historical sketches of various medical 
institutions and societies of South Carolina. 
197 pages. Charleston: South Carolina Med- 


ical Association, 1948, 


Brief is the word for this book. Modestly the edi- 
torial committee “does not” pretend to cover the 
broad subject of “modern medicine in South Caro- 
lina; . . . but only a sketch of medicine in the State 

. in its organized form ...a brief story of those 
agreements and disagreements [sic!] between physi- 
cians themselves, between physicians and the public, 
or its legislatures.” 

Only eighty-two of the total of 197 pages consti- 
tute the main narrative of the history. The fifteen 
chapters begin with “Medicine in Colonial South 
Carolina,” and include such important titles as “The 
First Medical College,” “Beginning of the State 
Medical Association,” “Medicine in 1848,” “The Civil 
War—Reorganization,” “The Journal,” “Growth of 
Hospitals,” and others. The remaining 115 pages 
are made up of short sketches of the county socie- 
ties, accounts of special groups, state institutions, 
and the Woman’s Auxiliary, and finally lists of 
officers and committees. 

The story of the early days, which especially con- 
cerns the city of Charleston, is written in a vigor- 
ous, entertaining style and makes interesting read- 
ing. It must be remembered that the first medical 
organization in the state was purely local, since vir- 
tually all the doctors were concentrated in Charles- 
ton. The original organization, the Medical Society 
of South Carclina, was chartered in 1794 and re- 
mains today under the same name, though entirely 
confined to the city of Charleston; consequently, 
when a state-wide organization was formed in 1848, 
it had to have another name, The South Carolina 
Medical Association. 

Illustrations, excellent for the most part, are 
scattered throughout the book. They add much to the 
understanding of the text and to the historic per- 
spective of the times. 
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A.M.A. Interns’ Manual, 201 pages. Price, 
$2.25. Philadelphia: W. B. Saunders Com- 
pany, 1948. 

This pocket sized book is divided into sections 
dealing with general information on internships and 
residencies, clinical and laboratory data, drug ad- 
ministration, diet and nutrition, and other subjects. 
An attempt is made to summarize accepted emer- 
gency procedures as they would be used in an acci- 
dent ward. The methods of performing common lab- 
oratory tests and their interpretation are included. 
One chapter utilizing larger type quotes the dosage 
of commonly prescribed medication as taken from 
Useful Drugs. The section on diet and nutrition is 
well organized and contains a short bibliography. 
The chapter on lawful scope of intern practice 
should be illuminating to most house officers. The 
— will prove useful to interns and medical stu- 
dents. 


Reports of the Council on Pharmacy and 
Chemistry of the American Medical Asso- 
ciation for 1947. 126 pages. Chicago: Ameri- 
can Medical Association, 1948, 

The American Medical Association at intervals re- 
views the evidence on the efficacy of various thera- 
peutic agents. This small volume is compiled from 
individual reports published in the Journal of the 
American Medical Association, The current status 
of streptomycin in tuberculosis, of gold therapy in 
arthritis, and of methionine in the prevention and 
treatment of liver injury is discussed. The reasons 
for the omission of certain drugs from New and 
Nonoflicial Remedies are given. In some instances, as 
with sulfapyridine, superior drugs have been devel- 
oped which limit the usefulness of the drug. In other 
cases, as with sulfonamides for local application, 
promiscuous use of the drug has resulted in an in- 
crease in sensitization phenomena, 

These reports serve a very useful purpose to the 
profession. 


New and Nonofficial Remedies. Council on 
Pharmacy and Chemistry of the American 
Medical Association. 799 pages. Philadel- 
phia: J. B. Lippincott Company, 1948. 

New and Nonoflicial Remedies is a compilation of 
succinct statements on the actions, uses, dosages, 
tests, and standards of preparation of new drugs. 
In addition to making available scientific information 
which is difficult to find elsewhere, the Council re- 
views the advertising to the public and the thera- 
peutic claims of the manufacturer. The various 
agents are listed in twenty-four separate chapters, 
such as “Analgesics,” “Contraceptives,” “Serums 
and Vaccines,” “Vitamins and Vitamin Prepara- 
tions.” References to original articles or reports in 
the literature are given in a bibliographic index. 

This book serves a very useful purpose for all 
— physicians and should be on every doctor’s 
desk. 


“New Products” 

To help the business community keep a practical 
eye on the flood of new products now rolling off 
production lines, more than a thousand new products 
and services now ready for marketing have just 
been compiled into a compact 80-page 1949 “New 
Products” booklet by The N. Y. Journal of Commerce. 
Copies of this 1949 edition of “New Products” may 
be had at 50 cents each from the N. Y. Journal of 
Commerce, 63 Park Row, New York. 
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NATIONAL MILITARY ESTABLISHMENT 


Reorganization of Army Hospitals to Conserve 
Medical Personnel 

Major General Raymond W. Bliss, The Surgeon 
General of the Army, has announced the proposed 
streamlining of wartime military hospitals in over- 
seas theaters, to effect greater economy in the use 
of personnel in scarce professional categories. 

Final details are being completed and will be 
field-tested in the near future. It is expected that 
there will be more units consisting of equipment.and 
administrative personnel than there will be profes- 
sional complements, It is planned that the profes- 
sional complements, once their duties in a hospital 
have been completed and the patients evacuated, will 
move as a team to another hospital unit which has 
been made ready in a more forward area of the 
combat zone. Professional complements will be fur- 
ther augmented by specialist teams as required. This 
will likewise contribute to greater utilization of 
specialists. 

* & 
Secretary Forrestal Names Campaign Committee 
To Obtain Physician and Dentist Volunteers 

A national campaign seeking physician and dentist 
volunteers for the Armed Forces began in February. 

The National Military Establishment estimates 
that aproximately 18,000 young men received, in 
whole or in part, their professional educations at 
government expense under the ASTP and V-12 pro- 
grams. Of these, some 10,000 have served in the 
Armed Forces, The 8,000 of this group, and around 
7,000 more who were deferred to continue their pro- 
fessional educations at their own expense, did not 
see combat. They will now be asked to volunteer for 
a period of one or two years of service. 

The drive was proposed to Secretary Forrestal by 
his recently appointed Armed Forces Medical Ad- 
visory Committee as a prerequisite to any resort to 
compulsory induction of such personnel. 

The program proposed by the committee would 
be a cooperative effort by the medical and dental 
professions and the medical services of the Armed 
Forces. The committee pointed out that estimated 
shortages in the Armed Forces by the end of July, 
1949 will be about 1,600 physicians and about 1,160 
dentists. By next December this shortage will total 
approximately 2,200 physicians and 1,400 dentists. 

Physicians and dentists who volunteer for service 
will be used, as far as possible and feasible, in 
assignments commensurate with their professional 
skills and abilities. Arrangements would be made by 
the services to allow individuals who volunteer at 
this time to finish their training periods before be- 
ing called to active duty. Calls to active service 
would be staggered so as to cause minimum disrup- 
tion to civilian hospital training programs. 


* & 


Examinations for Appointment in Navy Medical 
Corps to Be Held April 4-8, 1949, at 
Naval Hospitals 

Examinations for the selection of candidates for 
appointment to the grade of lieutenant (junior 
grade) in the Medical Corps of the Navy will be 
conducted at all Naval Hospitals in continental 
United States during the period April 4-8, 1949. 

Graduates of approved medical schools in the 
United States or Canada who have completed intern 
training in accredited hospitals or who will com- 


March, 1949 


plete such training within four months of the date 
of the examination, and who are physically and 
otherwise qualified, may be examined for appoint- 
ment as lieutenant (junior grade) in the Navy Med- 
ical Corps. Candidates must be less than 32 years 
of age at the time of appointment. 

Detailed information concerning the form and pro- 
cedure of application may be obtained from the 
nearest Naval Officer Procurement office or from the 
Bureau of Medicine - Surgery, Navy Department, 
Washington 25, D. 


FEDERAL SECURITY AGENCY 


Today there are nearly sixteen million youngsters 
between 6 and 12 years old—more than ever before. 
They account for more than a third of all the na- 
tion’s children. Yet very little has been written for 
parents on the care of these millions of 6 to 12 year 
olds. To help meet this need, the Children’s Bureau, 
of the Federal Security Agency, has published “Your 
Child from Six to Twelve.” The booklet completes 
the Bureau’s series of five bulletins for parents on 
child care, from the prenatal period through adoles- 
cence, 

Written in informal style, “Your Child from Six to 
Twelve’ has many common sense suggestions in 
dealing with the various aspects of childhood at this 
age. 

Single copies of “Your Child from Six to Twelve” 
are available to parents without charge from the 
Children’s Bureau, Federal Security Agency, Wash- 
ington 25, D. C. Copies may also be purchased from 
the Superintendent of Documents, Government 
Printing Office, Washington 25, D. C., at 20 cents 
each, with the usual 10 per cent discount on 100 or 
more copies. 

Infant Mortality, 1947 

The infant mortality rate in 1947 was the lowest 
on record, according to figures released recently by 
the National Office of Vital Statistics of the Public 
Health Service, Federal Security Agency. 

The five leading causes of infant deaths in 1947 
and the infant mortality rates for each are: pre- 
mature birth, 11.1; congenital malformations, 4.6; 
pneumonia and influenza, 3.6; injury at birth, 3.5; 
and asphyxia and atelectasis, 1.6. These leading 
causes accounted for 75.7 per cent of all the infant 
deaths ir 1947. This was the first year that asphyxia 
and atelectasis ranked among the five leading causes 
of infant deaths and that diarrhea, enteritis, and 
ulceration of the intestines has not been in this 
group. 

Births Remain High in 1948 

The second largest number of births in the his- 
tory of this country occurred during 194%. This in- 
formation, released by Federal Security Adminis- 
trator Oscar R. Ewing, summarized data prepared 
by the National Office of Vital Statistics of the Pub- 
lie Health Service. The number of live births regis- 
tered during 1948 was estimated at 3,559,000 or only 
about 4 per cent below the all-time high of 3,699,940 
for 1947. 


VETERANS ADMINISTRATION 


Dr, Roy A. Wolford of Washington, D. C. (5929 
Nebraska Avenue, N.W.) has been appointed assist- 
ant medical director for Professional Service in the 
Veterans Administration Department of Medicine 
and Surgery. 
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Bowel Regulation 
in Peptic Ulcer... 


In the medical management of un- 
complicated peptic ulcer, “regula- 
tion of bowel function is essential. 
... A combination of antacid pow- 
ders . . . having mildly laxative 
effects or the use of a hydrogel sub- 
stance, such as agar agar or Meta- 
mucil, will produce results.”* 


By furnishing a water-retaining, gelatinous residue in the large 
bowel, Metamucil acts gently without irritation to promote 


smooth, normal evacuation. 


METAMUCIL 


is the highly refined mucilloid of Plantago 
ovata (50°,), a seed of the psyllium group, 
combined with dextrose (50%) as a dis- 


persing agent. 


S KA R | A RESEARCH IN THE SERVICE OF MEDICINE 


*Gerendasy, J.: Modern Treatment of Peptic Ulcer, J. M. Soc. 
New Jersey 43:84 (March) 1946. 
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ILLNESS AND INJURY MAKE 
NO APPOINTMENTS WITH 
DOCTORS!! 


Are you insured in your Society’s Plan of Disability 
Insurance approved and made effective in 1940? Since 
that time, we have paid disabled members of the North 
Carolina Medical Society over $300,000.00 in benefits. 


WRITE FOR ENROLLMENT BLANK TODAY. 


J. L. CRUMPTON 
Post Office Box 147 Durham, N. C. 
—Representing— 
COMMERCIAL CASUALTY INSURANCE COMPANY 
NEWARK, NEW JERSEY 


ALBANS SANATORIUM 


RADFORD, VIRGINIA 


A private institution for the diagnosis and treatment of nervous and 
mental disease, alcoholism and those requiring general up-building. 


J. P. King, M.D. J. K. Morrow, M.D. D. D. Chiles, M.D. T. E. Painter, M.D. 
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FOODS AND 
NUTRITION 


One measure of powder + 2 ounces water = 2 ounces of 


normal formula — 20 calories per ounce 


measure included in each can 


Could you use an extra key case, Doctor —for that 
second set of car keys? We will be glad to send you 
one, of good solid leather, if you ll PRINT your name 
and address below. 


SIMILAC DIVISION NAME___ 
M & R DIETETIC LABS. INC. | appress 


COLUMBUS 16, OHIO 


XXI 
| } 
— 
SIMILAS 
H 
% 
10 ; 
' 


XXII ADVERTISEMENTS March, 1949 


Caminoids 


Trademark HIGH BIOLOGICAL VALUE — 
: Provides full benefit of its complete amino ' 
BRAND OF AMINOPEPTODRATE acid content in the management of conditions 


requiring protein supplementation. 


| PATIENT ACCEPTANCE 

; Palatability and adaptability to a variety of 
vehicles (milk, juices, soups, desserts, etc.) en- 
courage continued patient-acceptance of the 


supplement. New large-size packages afford 
convenience and economy. 


SUPPLIED: In bottles containing 6 0z., and 
in 1-Ib., 5-lb., and 10-lb. containers. 


the Caminoids way is the agreeable way 


*New designation of Aminoids adopted as a condition of 
Council-acceptance. The word CAMINOIDS is an exclusive 
trademark of The Arlington Chemical Company. 


THE ARLINGTON CHEMICAL COMPANY e yonkers 1, NEW york 


APPALACHIAN HALL Asheville, North Carolina 


An institution for rest, convalescence, the diagnosis and treatment of nervous and mental disorders, alcohol and 
drug habituation. 

Appalachian Hall Is located in Asheville, North Carolina. asheville justly claims an unexcelled all year round cli- 
mate for health and comfort. All natural curative agents are used, such as physiotherapy. occupational therapy. 
shock therapy, outdoor sports, horseback riding, etc. Five beautiful golf courses are available to patients. Ample 
facilities for classification of patients. Rooms single or em suite with every comfort and convenience. 


For rates and further {nformation write 


APPALACHIAN HALL, ASHEVILLE, N. C. 
WM. RAY GRIFFIN, M.D. M. A. GRIFFIN, M.D. 


| 
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A THERAPY THAT aero 
IN THEIR NATIVE ae 
THE ENTIRE ALKALO 

OF STRAMONIUM 


STRAMONIUM PILLS 


(DAVIES ROSE) 
PILLS 


. A p 
Stramonium 0.15 GRAM (approx 2% GRAINS) 
(Davies, Rose 


0.15 Gram 


These pills exhibit the Powdered dried 


leaf and flowering top of Datura Stra- 


Monium, alkaloidally assayed and 


standardized and therefore contain in 


each pill 0.375 mg. (1/170 Qrain) of the 


IN TH f alkaloids of stramonium, 
F U f | AE Sample for clinical test and literature 
S mailed upon request 
0 : DAVIES, ROSE & COMPANY, LIMITED 
P| D FM | C Pharmaceutical Manufacturers 


ENCEPHALITIS Boston 18, Mass. U.S. 
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HIGHLAND HOSPITAL, Ine. 


FOUNDED IN 1904 
NORTH CAROLINA 


AFFILIATED WITH DUKE UNIVERSITY 


A non-profit psychiatric institution, offering modern 
diagnostic and treatment procedures—insulin, elec- 
troshock, psychotherapy, occupational and recrea- 


tional therapy—-for nervous and mental disorders. 


The Hospital is located in a sixty-acre park, amid 
the scenic beauties of the Smoky Mountain Range 
of Western North Carolina, affording exceptional 


opportunity for physical and nervous rehabilitation. 


The OUT-PATIENT CLINIC offers diagnostic services 

and therapeutic treatment for selected cases desiring 

non-resident care. 

R. Charman Carroll, M.D., Diplomate in Psychiatry 
Medical Director 


Robt. L. Craig, M.D., Diplomate in Neurology and 
Psychiatry 
Associate Director 


TRADE MARK REG. 


You trust 
its quality 


4 AER 
} 
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DRINK 
DRINK 
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even after 40, a woman must do heavy work... 


In the ranks of the mop and pail brigade many of 

the recruits are on the far side of forty. To those whose 

work is made doubly difficult by menopausal symptoms, 
“Premarin” may bring gratifying relief. The prompt remis- 
sion of physical symptoms and the sense of well-being usually 
experienced following the use of “Premarin” can do much to 


restore normal efficiency * * * Other advantages of this natu- 


rally-occurring, conjugated estrogen are oral activity, comparative 
freedom from side-effects and flexibility of dosage...Premarin” 


is available in tablets of four different potencies and in liquid form. 


ee 


While sodium estrone sulfate is the principal estrogen 
in “Premarin,” other equine estrogens...estradiol, 
equilin, equilenin, hippulin...are probcbly clso pres- 
ent in varying amounts as water-soluble conjugates. 


ESTROGENIC SUBSTANCES (WATER-SOLUBLE) 
also known os CONJUGATED ESTROGENS (equine) 


Ayerst, McKenna & Harrison Limited 22 Fast 40th Street, New York 16, New York 
4903 
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staff of visiting physicians. 


THE TUCKER HOSPITAL 
212 West Franklin Street, Corner Madison 
Richmond, Virginia 


A private hospital accepting for diagnosis and treatment organic neuro- 
logical conditions, selected psychiatric and alcoholic cases, metabolic dis- 
turbances of an endocrine nature, individuals who are having difficulty 
with their personality adjustments, and children with behavior problems. 
Patients with general medical disorders admitted for treatment under our 


Under the Professional Charge of 


Dr. BEVERLEY R. TUCKER, DR. HOWARD R. MASTERS 
AND Dr. JAMES ASA SHIELD 


Catalog on Application 


Cook County Graduate School of Medicine 


ANNOUNCES CONTINUOUS COURSES 


SURGERY-—Intensive Course in Surgical Technique. 
two weeks, starting March 21, April 1s, May 16. 
Surgical Technique, Surgical Anatomy and Clinical 
Surgery, four weeks, starting Mar. 7, Apr. 4, May 2. 
Surgical Anatomy and Clinical Surgery, two weeks, 

starting March 21, April 18, May 16. 
Surgery of Colon and Rectum, one week, 
March 7, April 11. 
Esophageal Surgery, one week, starting June 13. 
Thoracic Surgery, one week, starting June 20. 
Breast and Thyroid Surgery, one week, starting June 


starting 


GYNECOLOGY—Intensive Course, two weeks, 
March 21, April 18, June 20, 


starting 


Vaginal Approach to Pelvic Surgery, one week, start- 
ing April 4. May 16. 
OBSTETRICS Intensive Course, two weeks. starting 


March 7, April 4. 
MEDICINE. Intensive Course, 2 weeks, starting Apr. 4. 
Electrocardiography and Heart Disease, four weeks. 
starting March 16. 
Personal Course in Gastroscopy, 
March 7, May 16, 


two weeks, starting 


Diagnosis and Treatment of Congenital Malformation 


of Heart, two weeks, starting June 13. 
PEDI tg Intensive Course, two weeks. 


April 
DE RM. OGY 
Ma 


starting 


Formal Course, two weeks, starting 


CYSTOSCOPY Ten Day Practical Course every two 


weeks. 
UROLOGY Intensive Course, 2 weeks, starting Apr. 18. 


GENERAL. INTENSIVE AND SPECIAL COURSES IN ALL 
or SURGERY AND THE SPECIALTIES 


TEACHING FACULTY—ATTENDING STAFF OF 
Cc 


OOK COUNTY HOSPITAL 


Address: Registrar, 
427 South Honore Street, Chicago 12, Illinois 


| 
| 
| 
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| ACCIDENT - 


HOSPITAL - SICKNESS 


INSURANCE 


FOR PHYSICIANS, SURGEONS, DENTISTS 
EXCLUSIVELY 


PHYSICIANS 
SURGEONS 
DENTISTS 


60 TO 


COME FROM 


$5,000.00 accidental death $8.00 
$25.00 weekly indemnity, Quarterly 
accident and sickness 
$10,000.00 accidental death $16.00 
$50.00 weekly indemnity, Quarterly 
accident a: keness 
$15,000.00 accidental death $24.00 
$75.00 weekly indemnity, Quarterly 
accident and sickness 
$20,000.00 accidental death $32.00 
Quarterly 


$100.00 weekly indemnity, 
ident and sickn 


ALSO HOSPITAL EXPENSE FOR MEMBERS, 
WIVES AND CHILDREN 


85¢ out of each $1.00 gross income used 
for members’ benefit 


$3,000,000.00 $15,000,000.00 

INVESTED ASSETS PAID FOR CLAIMS 

$200,000.00 deposited with State of Nebraska for protection 

of our members. 

Disability need not be incurred in line of duty— 
benefits from the beginning day of disability 
PHYSICIANS CASUALTY ASSOCIATION 

PHYSICIANS HEALTH 
45 years under the same managemen 
FIRST NATIONAL BANK BUILDING, OMAHA 3, NEB. 


| 


March, 1949 ADVERTISEMENTS XXVII 


COUNCIL ACCEPTED 


For the Failing Heart of Middle Life 


Prescribe 2 or 3 tablets of Theocalcin, t. i. d. After 

relief is obtained, continue with smaller doses to keep 

the patient comfortable. Theocalcin strengthens heart 
; action, diminishes dyspnea and reduces edema. 


Trade Mark reg. U. S. Pat. Off. 


-Bilhuber-Knoll Corp. Orange, N. J. 


Westbrook Sanatorium Bee 


it 


ESTABLISHED IQII 


RICHMOND, VIRGINIA 
For the Treatment of NERVOUS and MENTAL DIS- fe 


ORDERS and Addictions to ALCOHOL and DRUGS 
STAFF: Jas. K. Hawt, Dept. for Men Paut V. Anperson, Dept. for Women 
ASSOCIATES: FExrnest H. Alderman, M.D., Rex Blankinship, M.D., John R. we 
Saunders, M.D., Thos. F, Coates, Jr., M.D. 
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The Keeley Institute 


to normal health 
six years with more than 18,000 patients. 
Large club rooms, comfortable bedrooms, excellent meals, beautiful grounds and recreational facilities in a 
city of 80,000 population. .. For illustrated brochure and further information, write: 


THE KEELEY INSTITUTE P.O. BOX 29 GREENSBORO, NORTH CAROLINA 


A. F. FORTUNE, M. D., MEDICAL DIRECTOR 


Greensboro, North Carolina 


Offering a restful, homelike atmosphere for the professional treatment of alcoholism and restoration of patients 
conducted on the highest standards and with an outstanding record of experience for fifty- 


BEN F. FORTUNE, M. D., ASSOCIATED MEDICAL DIRECTOR 


STUART CIRCLE HOSPITAL 


RICHMOND, VIRGINIA 


413-21 Stuart Circle 


Medicine: 
Alexander G. Brown, Jr., M.D. 
Manfred Call, III., M.D. 
M. Morris Pinckney, M.D. 
Alexander G. Brown, III., M.D. 
John D, Call, M.D. 


Obstetrics and Gynecology: 
Wm. Durwood Suggs, M.D. 
Spotswood Robins, M.D. 


Orthopedics: 
Beverley B. Clary, M.D. 


Pediatrics: 
Charles P. Mangum, M.D. 
Algie S. Hurt, M.D. 


Ophthalmology, Otolaryngology: 
W. L. Mason, M.D. 


Pathology: 
Regena Beck, M.D. 


Director: 
Charles C, 


Surgery: 
Stuart N. Michaux, M.D. 
A. Stephens Graham, M.D. 
Charles R. Robins, Jr., M.D. 
Carrington Williams, M.D. 
Richard A. Michaux, M.D, 


Urological Surgery: 
Frank Pole, M.D. 


Oral Surgery: 
Guy R. Harrison, D.D.S. 


Roentgenology and Radiology: 
Fred M. Hodges, M.D. 
L. O, Snead, M.D. 
Hunter B. Frischkorn, Jr., M.D. 
Randal A. Boyer, M.D. 


Physiotherapy: 
Irma Livesay 


Bacteriology: 
Forrest Spindle 


Hough 
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McKESSON WATERLESS 
METABOLOR 


The new McKesson Waterless Metabolor is of completely 
new and modern design, totally enclosed and beautifully fin- 
ished in porcelain and chrome to fit in perfectly with the most 
modern hospital, clinic or office appointments. 

The technic of operation is simple and direct with the fac- 
tors that influence accuracy taken into consideration. The in- 
strument is available with or without a stand as desired. If a 
stand is not desired the instrument may be used on a table or 
other suport as it is provided with large rubber feet to prevent 
injury to any supporting surface 

The Metabolor carries the standard McKesson guarantee 
for accuracy and service with no reservation other than rubber 
parts not including the bellows, which*is unconditionally guar- 
anteed for five years. 

The entire unit is extremely sturdy in construction and 
built to give years of trouble-free operation. 


POWERS ANDERSON 


Norfolk, Va. Winston-Salem, N. C. 


One of America’s Fine Institutions . . . 
Dedicated to the Scientific Treatment 


of Nervous and Mental Disorders ... 


..-In a Setting of Inviting Friendliness and Simple Grace. 


BROOK HAVEN MANOR SANITARIUM 
STONE MOUNTAIN, GA. 


Newdigate M. Owensby, M.D., Psychiatrist-in-Chief, 
Atlanta Office, 384 Peachtree St. 


For Shy, ervous, Retarded Children 


4 Year round private home and school for 
girls and boys of any age on pleasant 150 
acre farm near Charlottesville. 

Individual training and care, expert 
teachers. Limited enrollment, amusements, 
special diets, medical care if necessary. 
Entrance made at any time. Write for 
Booklet. 

Mrs. J. Bascom Thompson, Principal 


THE THOMPSON 
HOMESTEAD SCHOOL 


Free Union, Virginia 
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POINT OF VIEW! 


. . . With so much going on in the world it’s a shame to 
emulate the traditional position of the ostrich... 


. . . Busy physicians, with heavy working schedules, often 
are tempted to “get away from it all’’ by laying aside 
their professional journals and relaxing with the latest 
“whe dunit’’ murder mystery .. . 


.. . Relaxation is fine, but too much is happening in the 
world of medical science and medical economics to re- 
main out of professional circulation for more than a shor’ 
time... 


. . . The Journal gives you the latest information on scien- 
tific matters, news of the profession, and also what is 
new in drugs, medical appliances, and special services. 
Don’t overlook the educational value of the ads. You can 
trust their reliability, for only products accepted by 
A. M. A. councils are advertised . . . Most offer samples. * 
Write for them and in that way help us prove the point 
we often make, that . . . ‘North Carolina physicians read 
their state medical journal.’ 


THE NORTH CAROLINA MEDICAL JOURNAL 


“See Page XXXV for Current Advertisers. 
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ALCOHOLIC 
PROBLEMS 


... The Farm 


A non-institutional arrange- 
ment in Howard County, 
Maryland, for the individual 
psychological rehabilitation of 
a limited number of selected 
voluntary patients with AL- 
COHOL problems—both male 
and female—under the psychi- 
atric direction of Robert V. 


65 Haywood Street Seliger, M.D. 
ASHEVILLE, North Carolina City office: 


Wachtel’s, Inc. 


SURGICAL 
SUPPLIES 


P. O. Box 1716 Telephones: 1004-1005 


| 


Compliments of | FOR PATIENTS WITH 


2030 Park Ave. Baltimore, Md. 


GLENWOOD PAR 


Founded by 


1904 Carolina 


Established in 1904 and continuously operated since that date for 
the medicinal treatment of drug and alcoholic addictions. Located in an 
attractive suburb of Greensboro where privacy and pleasant surroundings 


are to be found. C. R. Riner, M.D., Medical Director 


Address: GLENWOOD PARK SANITARIUM, Greensboro, N. C. 
Telephone: 2-0614 


KO, 


XXXI 
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SANITARIUM 
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WHICH WILL YOU HAVE 7 


For some reason, the goose egg stands for 
zero. . . nothing. 

The nest egg, however, stands for a tidy sum 
of money, set aside for your own or your 
children’s future. 

It's hardly necessary to ask you which you'd 
prefer. 

But it iy necessary to ask yourself what you 
are doing to make sure you don’t end up with 
a goose egg instead of a nest egg ten years 
from now. 

The simple, easy, and obvious thing to do is 
to buy U.S. Savings Bonds, 


Buy them regularly, automatically, on a 


plan that pays for them out of the month-to- 
month income you make today. 


Millions of Americans have adopted this 
practically painless way to save up a nice nest 
egg for the needs and wants of the future. 


In 10 years they get back $40 for every $30 
invested in U. S. Savings Bonds—bonds as 
safe and solid as the Statue of Liberty. 

There’s a special Savings Bond Plan for you. 
Ask your employer or banker about it today 
and get started now. 

You'll soon realize that buying U. S. Savings 
Bonds regularly is one of the most important 
and comforting things you ever did! 


Automatic saving is sure saving— U.S. Savings Bonds 
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. BRAWNER’S SANITARIUM 
C a r O l 1 n a | Established 1910 


SMYRNA, GEORGIA 
(Suburb of Atlanta) 


Rest Home 


Vv 


FOR THE TREATMENT OF 
SYMPATHETIC Nervous and Mental Disorders, Drug 
UNDERSTANDING and Alcohol Addictions 


TREATMENT 
Vv 


JAS. N. BRAWNER, M.D. 
Medical Director 


ALBERT F. BRAWNER, M.D. 
Dept. for Men 


JAS. N. BRAWNER, JR., M.D. 
Dept. for Women 


For Male or Female Patients with 


Alcoholic Problems 


Completely New Modern 
Fireproof Structure 


« for wearers, 
particularly women, the 
| natural appearance and 
U. S. Highway No. 1 South the freedom of action 
afforded are the out- 
P. O. Box 174 Phone 2-1721 standing qualities of Hanger Limbs. Miss Ferris Jones, 
Acc @ nurse wearing a Hip Control Leg, says: never for- 
WEST COLUMBIA, 8. C. | get that | could not be here—or anywhere that I'd like 
to be without my leg. | am able to carry on famously— 
PIERRE F, LaBORDE, M.D. and for me life has regained all its flavor. Thank you for 
Medical Director making this possible." 


MARGA D. LIVINGSTON, R.N. NG! 
RGA D. LIVINGS1 HAN iE LIMBS 


Director of Nurses 
256 Hillsboro St. 735 N. Graham St. 
Raleigh, N.C. Charlotte, N. C. 
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LIFETIME ACCIDENT INDEMNITY 
TWO YEARS SICKNESS INDEMNITY 


For Physicians And Surgeons 
Fifteen Years of Satisfactory Service to the Medical Profession 
HERE IS A POLICY WITH NO TECHNICALITIES 


Incontestable after one year, as to origin of disability. 
No age limit, if policy is purchased before age 60. 

No house confi quired 
Non-cancellable for period during which premium is paid. 


Loss of Time: Pays $200.00 per month 
for Total Disability due to ACCIDENT LIFE 


Loss of Time: Pays $200.00 per month 
for Total Disability due to SICKNESS up to $4800.00 


Hospital or Graduate Nurse at home, 
$100.00 per month, additionally, up to 200.00 


Surgeons Fees: If your injuries require a doctor, 
but cause no loss of time, bills are paid, up to 50.00 


INDEMNITIES MAY BE PURCHASED AS ABOVE OR FOR SMALLER AMOUNTS 
RALPH GOLDEN 


REPRESENTING 


INTER-OCEAN INSURANCE COMPANY 


222 PIEDMONT BLDG. GREENSBORO, N. C. 
F. W. SARLES, STATE MANAGER 


BROADOAKS SANATORIUM 


MORGANTON, NORTH CAROLINA 


James W. Vernon, M.D. E. H. E. Taylor, M.D. J. T. Vernon, M.D. 


| 
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A PRIVATE HOSPITAL FOR THE TREATMENT OF NERVOUS AND 
MENTAL DISEASES, INEBRIETY AND DRUG HABITS 
A home for permanent care of selected cases of chronic nervous and mental diseases. 
Equipped for treatmert by approved methods. Billiards, tennis and other diverting amuse- 
ments. Located in Piedmont North Carolina, the climate is mild and invigorating at all 


seasons. 
The three medical officers of the staff reside at the sanatorium and devote their full time 


to the care and service of the patients. 
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“IN THE MOUNTAINS OF MERIDIAN” 


HOYE'S SANITARIUM 


Meridian, Mississippi 


DIAGNOSIS AND TREATMENT OF NERVOUS 
AND MENTAL DISEASES AND ALCOHOLICS 
Shock Therapy, (Insulin, Metrazol, Electro 
Shock). Other approved treatments. Violent 
patients or Morphine addicts not accepted. 
\ good place to spend a Vacation. 
Write P. O. Box 106 
Telephone 524 


DR. M. J. L. HOYE, 


Superintendent 
Fellow of the American Psychiatric 
Association 


WITCHWOOD — Virginia Beach, Va. 


For those who wish exclusive 
surroundings with nursing 
care. Open year ’round at 
35th Street and Pacific Ave- 
nue, Telephone Virginia 
Beach 791, References ex- 
changed. 


Mrs. Susan Zollicoffer White, 
Owner and Manager 


INDEX TO ADVERTISERS 
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C. B. Fleet Company XIIL Tucker Hospital . 
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Highland Hospital Westbrook Sanatorium 

Holland-Rantos ...X White Cross Hospital 
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absorbable 


Completely absorbed from various types of tissue; 


e 
convenient 
Requires no cumbersome preparatory procedures; 
applied directly to bleeding surfaces as it comes 
from the container; 


practical 


Pliable; casy to apply; conforms readily 
to wound surfaces; 


versatile 


Available in forms adaptable to a maximum of uses. 


: i Promptly and cffectively controls bleeding; 
| | 
PARKE, DAVIS & COMPANY 


surgical technic 


OXYCEL 


In general surgery and in the specialized branches 

of surgery OXYCEL (oxidized cellulose, Parke, Davis 
& Company ) aids the operator by stopping bleeding 
not readily controllable by clamp or ligature. This 
refinement in surgical technic is made possible by the 
the distinctive features of OXYCEL. 


PACKAGE INFORMATION 
OXYCEL is supplied in individual screw-capped bottles. 


OXYCEL PADS (Gauze Type) Sterile 3” x 3” cight-ply pads. 


OXYCEL STRIPS (Gauze Type) Sterile 18” x 2” four-ply strips, 
pleated in accordion fashion. 

OXYCEL PLEDGETS (Cotton Type) Sterile 2" x 1” x 1” portions. 
ONYCEL FOLEY CONES Sterile four-ply gauze-ty pe dises of 5” or 7” 
diameter folded in radially fluted form, used in prostatectomy. 


DETROIT 382, MICHIGAN 
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HOW much sun does 
the infant really get? 


Not very much: (1) When the baby is bun- 
dled to protect against weather or (2) when 
shaded to protect against glare or (3) when 
the sun does not shine for days at a time. 
Mead’s Oleum Percomorphum is a pro- 
phylactic against rickets available 365; 
days in the year, in measurable potency and 
in controllable dosage. Use the sun, too. 


Mead Johnson & Co., Evansville, Ind., U.S.A. 


This baby’s mother learned 
about Mead’s Oleum Percomor- 
phum from her physician, not from 
public advertising or displays. 


"Servamus Fidem” 
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